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According to numerous text-books, one of the 
principal diagnostic features of chronic appendi- 
citis, is the history of one or more previous acute 
attacks of pain, referable to the appendicular 
region, with temperature, and perhaps nausea and 
vomiting, 

The point that I wish to bring out in this article 
is that insidious pathological changes may occur 
in the appendix without being productive of an 
acute attack, and that often such pathological 
changes are present without any focal symptoms, 
but that they do give rise to disturbances in the 
gastro-intestinal tract, variously described as 
chronic dyspepsia or chronic indigestion. _ 

In have seen forty-one cases which were referred 
to me on account of a so-called chronic indiges- 
tion, on whom ultimately a diagnosis of chronic 
appendicitis was made, and in whom after the re- 
moval of that organ, the symptoms have entirely, 
or almost entirely, cleared up. 

My cases comprise 28 men and 13 women. The 
youngest was 18 years old, and the oldest was 44 
years. Only five gave a direct history of previous 
appendicular attacks. Thirteen patients showed 
on examination fairly well marked focal signs, 
viz.: local tenderness over McBurney’s point, gen- 
erally increased by conttacting the psoas muscle, 
as in raising the thigh. Eighteen gave transitory 
focal symptoms, that is, at one time there would ve 
some moderate local tenderness, and, again, this 
sign was entirely wanting. Ten gave absolutely 
no focal signs at any time that they came under 
my observation, a diagnosis being reached either 
by exclusion or by an exploratory laparotomy. 

In studying the history of these cases I was im- 
pressed by the fact that they could be divided ac- 
cording to their symptoms into four classes. 

The first class was characterized by constipation 
alone, or this was accompanied by more or less 


vague gastric symptoms, such as are generally 
described by discomfort, or a sense of fulness in 
the epigastrium, generally coming after meals. In 
other words, they complained of the symptoms of 
gastric atony. There were twenty-two cases in 
this class. 

The second type (or what I have catied the 
bilious or toxic type) was characterized by periodic 
headache, with occasional attacks of nausea and 
vomiting. There were no so-called digestive symp- 
toms other than nausea and vomiting. Between 
the times of headache they were well, save for 
more or less persistent constipation. There were 
nine cases. 

The third type was that simulating gastric of 
duodenal ulcer, viz.: pain referred to the region 
of the epigastrium which was variously described 
as gnawing or gripping, coming at definite inter- 
vals two or three hours after food and occasionally 
relieved by vomiting. In one case there was a his- 
tory of gastric hemorrhages. The bowels were. 
also inclined to constipation. There were three 
cases in this class. 

In the fourth type the symptom was diarrhea. 

To illustrate these different types I shall cite a 
history from each. 

The first type, viz.: the constipation, alone, or 
associated with vague gastric distress; the stub- 
born constipation was illustrated by the following 
case: 

C. W. B., male (referred by Dr. W. A. Downes), 
aged 31, civil engineer, seen by me August 3, 1909. 
Previous history negative. The only point which 
could be elicited was that he had a spur removed 
from his nose some five years previously. Gastro- 
intestinal history dates back ten years, during which 
time he has suffered from persistent constipation, 
the bowels seldom moving without a cathartic. 
There was no pain nor distress of any kind. He 


had consulted a physician previously who had “ex- 
plored” the rectum and stretched the sphincter with 
no result. 

Physical examination was absolutely negative. 
An 4#-ray examination made, after a rectal injec- 
tion of bismuth, by Dr. L. G. Cole, was also nega- 
tive. A proctoscopic examination showed nothing. 
He was directed to use oil enemata, and given a 
laxative diet. He returned a year later reporting 
no progress. I proposed exploratory laparotomy, 
which was performed by Dr. Downes. The appen- 
dix was removed August 3, 1910, and showed a 
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chronic catarrhal inflammation with a number of 
adhesions binding the appendix to the cecum. The 
cecum itself was matted in the mass of adhesions. 
He made an uneventful recovery; when seen nine 
months later the bowels were moving regularly. 
This case seems to me quite remarkable, consider- 
ing the extent of the lesion and the utter absence of 
all symptoms, except the constipation, and with no 
history of any previous attacks referable to the ap- 


pendix. 


Another case which is more characteristic of this . 


type is the following: 


G. R., male, 26 years old; family and previous 
history negative. Total abstainer from alcohol, and 
used tobacco only moderately. His present condi- 
tion dates back some six years, when he was a 
senior at college. At that time his bowels gradually 
became constipated. He was unable to sleep, lost 
appetite and weight. He had consulted several 
physicians, who regarded his condition as due to 
neurasthenia. He first came under my care four 
years ago, complaining of discomfort in the 
epigastrium occurring within 15 or 30 minutes 
after ingestion of food, and of constipation. Re- 
peated physical examination always proved nega- 
tive. Nothing was shown by the x-ray. Explana- 
tory laparotomy was performed by Dr. Clarence 
McWilliams, of New York. He found a long and 
ey thickened appendix containing one-half 


am of pus. Convalescence was uneventful. Four 


months after the operation the patient writes that 
his bowels are moving daily, that he has gained 
I5 pounds in weight, and that he suffers from no 
indigestion at any time. There had been no focal 
symptoms, but if one can judge by the character of 
the appendix, the inflammatory process must have 
been of some duration. 

In the second, or toxic type, the following case 
is a good illustration : 


R. H. C., 28 years old, lawyer; large, well-built 
man; uses no alcohol, and tobacco moderately. 
Previous history is that the patient has suffered 
from three attacks of pneumonia; one as a child, 
again at 15 years, and the last attack three years 
ago. The condition from which he seeks relief 
dates back to 1906. Since that time he has suf- 
fered from frontal and occipital headache. At 
times when the headache is very severe it will be 
accompanied by nausea and vomiting. Since the 
onset of the headache the bowels have been becom- 
ing more and more constipated, so that for the past 
year he has been using large doses of laxative medi- 
cine to obtain a daily evacuation. At times he suf- 
fers from discomfort after meals, which is generally 
relieved by raising gas. 

He consulted me for his headache and constipa- 
tion. Physical examination showed a large man 
‘with good muscular development. Thorax was 
negative. Examination of the abdomen elicited 

‘some succussion sounds over the cecum, with a 
smoderate degree of tenderness on deep pressure 
over McBurney’s point. Fasting stomach eight 
hours after food supply was empty. Test break- 


fast 50 c.c. well digested; no mucus, total acidity 
64, free hydrochloric acid 28 ; proctoscopic examina- 
tion negative. He was referred to Dr. McWilliams 
for operation with a diagnosis of chronic appendi- 
citis. Three months after operation he reported 
having had only one slight headache, the bowels 
now moving regularly with an occasional dose of 
sodium phosphate. 

The third, or ulcer, type is illustrated by the 
following case: 

M. Mc., female, 18. First seen April 14, 1907. 
Menstrual history negative. Previous history was 
that the patient had had ordinary diseases of child- 
hood, but was otherwise healthy until two years 
previous to my first seeing her, when she began to 
suffer from pains localized in the epigastrium, com- 
ing at first within 15 to 30 minutes after food, and 
lasting a short time, generally passing away after 
lying down, or passing gas. This continued for a 
few weeks, when in spite of treatment she began to 
grow worse; the character and the time of onset of 
pains gradually changing, so that the pain, instead 
of occurring a short interval after food, began to 
appear two or three hours after meals. It was 
sometimes, but not always, relieved by food. She 
described the pains as being either gripping or of 
a burning, gnawing character. Examination of the 
stomach contents showed a fasting stomach to con- 
tain 50 c.c. of a clear watery fluid free from food 
remains, gross or microscopic, with a total acidity 
of ‘68 and free hydrochloric acid 40. A gastric 
analysis was repeated three times, with approxi- 
mately the same results in each instance. 

Physical examination: Thorax negative. The 
abdomen was repeatedly examined, and found to 
be negative, except on one occasion, when a very 
moderate degree of tenderness was elicited over the 
cecum. There was no muscular rigidity. The pel- 
vic organs were examined by Dr. Cragin, who also 
made a negative report. There was no fever. 
Blood examination showed: 

Hemoglobin, 80%, red cells 5,020,000 
Polymorphonuclears 

Small leucocytes 

Large 


old symptoms. Bowels were persistently consti- 
pated. She was seen in June, 1907, by the late Dr. 
W. T. Bull, who decided on an exploratory lapa- 
rotomy. On operation a small atrophic appendix 
adherent at its tip to the colon was found. Shortly 
afterwards the patient left the city. When seen 
nearly a year later she was in excellent health, hav- 
ing been free from all pain and discomfort. The 
bowels are moving fairly regularly with the aid of 
a laxative diet and some daily calisthenics. 


The fourth type characterized by diarrhea is 
illustrated by the following case: 
W. H. M., seen September 11, 1911; male, aged 
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49, referred by Dr. J. H. Claiborne. Habits: No 
tobacco and a very moderate user of alcohol. Pa- 
tient has always been in excellent health, having led 
an active out of door life. Present history dates 
back three years, when during a camping trip he 
suffered from a severe attack of diarrhea. He at- 
tributed this at the time to the food he was eating. 
He cannot remember definitely any of the details of 
this attack, save that he was very sick and was in 
bed about two weeks. Since then, in spite of the 
most careful hygiene and diet, he has suffered from 
recurring attacks of diarrhea every four to five 
weeks. The attacks were characterized by a feel- 
ing of discomfort over the lower half of the abdo- 
men, which were followed by a watery, unformed 
movement; he never noticed any blood. There has 
never been any tenesmus. There are from five to 
seven stools in 24 hours. Diet seems to make but 
little difference. He has been unable to control 
these attacks in any way or by any form of medica- 
tion. The only means of controlling them has been 
by remaining in bed for from 24 to 48 hours. There 
were no other gastro-intestinal symptoms. Patient 
was seen by me during one of these attacks. 

The thorax was negative. He was a well built 
man, and presented a picture of excellent general 
health. Examination of the abdomen during an 
attack was negative, except that there was a mod- 
erate general tenderness with no muscular rigidity. 
Five days after the attack subsided the abdomen 
was examined and found again to be negative. 
There was no tenderness, local or otherwise. He 
presented no evidence of any splanchnoptosis. Fast- 
ing stomach seven hours after an ordinary meal con- 
tained 10 c.c. of clear watery fluid, total acidity 
56; free hydrochloric 34; no food remains gross or 
microscopic. Test breakfast 40 c.c. well digested, 
no mucus; total acidity 68. Free HCl. 28. <A 24- 
hour specimen of urine was negative. Stools were 
medium, unformed, dark brown in color, rather 
offensive odor; acid reaction. 

There was no disturbance or digestion of pro- 
teids, carbohydrates or fats. Proctoscopic examina- 
tion was negative. By exclusion, a diagnosis of la- 
tent appendicitis was made. This was confirmed 
by Dr. Stokes, of Salisbury, N. C., who removed 
the appendix, which was reported by letter to 
“atrophic.” 

In the fourth group there were two such cases 
of diarrhea, the attacks occurring without any 
other gastro-intestinal symptoms. In the remain- 
ing five cases, the movements contained varying 
degrees of “glairy” mucus mixed with the stools. 
The diarrheal attacks alternating with periods of 
normal movements, or constipation. In one case 
the mucus was in shreds, having the appearance of 
small particles of moist tissue paper. Abdominal 
examination showed a marked spasticity of the sig- 
moid. The stools were preceded by some cramp- 
ing pains over the lower half of the abdomen. 
There was relief from symptoms following the re- 
moval of the appendix. 


In these cases examination of the fasting 
stomach showed a fasting hypersecretion in 17 
cases out of 41; that is, after a seven to eight hour 
fast 30 c.c. and over of pure gastric juice was ex- 
tracted. It was free from food remains gross or 
microscopic and with a negative starch reaction. 

This fasting hypersecretion was entirely con- 
fined to Groups 1, 2 and 3. The cases in Group 3 
contained from 40 to 60 c.c. in the fasting stomach. 

Fenwick states that in about 12% of all con- 
tinuous fasting hypersecretions are due to chronic 
lesions of the appendix. 

The test breakfast varied in its total acidity from 
64 to 110. 

In 28, or 70% of the cases, there was evidence 
of a gastric atony of varying degrees. Hedblom 
and Cannon in experiments on cats in which they 
produced irritation in the cecum by injecting a 
few drops of croton oil, found that after taking 
food, although gastric peristalsis was very active, 
the food did not leave the stomach; the final time 
for the evacuation of the stomach contents being 
prolonged from three to four hours above the time 
normally required. There was also a marked 
retardation in the time consumed in the passage 
of the ingesta through the small intestine. In two 
of their cats there was excessive formation of gas 
both in the stomach and intestines, so that in one 
instance respiration was seriously embarrassed. 
Here then is an apparent irritative which produces 
symptoms (1) referable to the stomach, causing 
interference with its motor function; (2) genera- 
tion of toxines, which from a lack of proper elimi- 
nation are absorbed, giving rise to headaches and 
other signs of gastric intestinal toxaemia; (3) 
and, again, there are some disturbances with the 
function of the appendix and cecum which can 
produce a condition of periodic hypo-stalsis result- 
ing in attacks of diarrhea. 

MacEwen (Lancet, October 8, 1904), in a most 
interesting monograph, and one which has received 
but slight notice, records some clinical observations 
he has made on the function of the cecum and ap- 
pendix. His observations are so suggestive that I 
quote them in detail. He points out that any in- 
terference with the secreting surface of the cecum 
results in a “troublesome diarrhea accompanied 
with a watery secretion from the mucous mem- 
brane.” In six cases in which he removed the 
caecum, two had a tendency to diarrhea as being 
of frequent occurrence. “They all ultimately ap- 
peared thin and impoverished.” MacEwen notes 
“that it has been reported that ligation or the ceca 
in chickens produces diarrhea with a loss of flesh 
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which ultimately causes death from inanition.” 

He was able to make another very interesting 
observation in a patient where the anterior wall of 
the cecum had been removed (by an explosion) 
the ileo-cecal valve and appendicular orifice being 
exposed. After recovery from the shock several 
observations were made. 

1. “It was seen that there was a considerable 
flow of ‘glairy’ mucus from the appendix orifice 
and cecal surface which did not constantly exude. 
It exuded shortly after food was introduced in the 
stomach and to marked extent just before food 
began to pass through the ileo-cecal valve. 

“This fluid from the cecum and appendix was 
invariably alkaline. 

2. “It was seen that the will power of the pa- 
tient had no effect upon either the secretion or on 
the control of the ileo-cecal valve, but one day 
when he was much disturbed by the reception of 
‘bad news’ which brought on an attack of ‘indiges- 
tion’ or ‘biliousness,’ it was found that the secre- 
tion at that time in the cecum was at first very 
watery and then the surface became dry and the 
contents of the small intestine were more quickly 
evacuated, and overflowing gave rise to smarting 
and irritation on the sides of the wound. Thus 
chyme was acid and the cecal secretion being scanty 
was not sufficient to neutralize it. 

These observations, taken in conjunction with the 
clinical findings as seen in Group IV., would seem 
to me to be very significant. The only question to 
which I am unable to give any satisfactory expla- 
nation is why in one instance we should have diar- 
rhea and in another constipation. Judging from 
the gross pathology of the appendices, there was 
no distinctive feature to differentiate it from the 
other three groups. 

The recognition of the insidious appendix is of 
importance, not only for the relief of symptoms for 
whom the patient consults us, but because there is 
a rapidly increasing amount of evidence pointing 
to the fact that ulcers of the stomach and duo- 
denum, as well as gall bladder disease, are sec- 
ondary to an infection in some abdominal organ, 
for, as Connors points out (Amnals of Surgery, 
Vol. 52, 1910), that the appendix, like the tonsil 
to which it has been compared, is subject to fibrous 
changes, with destruction of its lymphoid tissue, as 
a consequence of which there is an interference in 
its peristaltic action. As a result of this, the ap- 
pendix becomes an inert breeding ground for 
micro-organisms. 

In twelve out of fourteen consecutive cases of 
duodenal ulcer operated on by Moynihan, he re- 


moved the appendix, and in each instance found it 
diseased. (Lancet, January 6, 1912.) 

McCarthy (Annals of Surgery, December, 1910, 
page 806), on the basis of figures which are results 
of the examination of histories and specimens of 
2,000 cases, in which the appendix was removed 
either primarily for appendicitis, or, secondarily, 
to other abdominal conditions, suggests the im- 
portance of a careful study of the clinical histories, 
with relation to the possibility that chronic inflam- 
mation in the appendix, reflexly disturbs the gastro- 
duodenal hepatico pancreatic physiological system, 
thus being a predisposing factor in gastric and duod- 
enal ulcer, gastric carcinoma, cholecystitis, chole- 
lithiasis and pancreatitis. 

McCarthy found that in the examination of ap- 
pendices, removed in association with pylorospasm, 
gastric and duodenal ulcer, cholecystitis and chole- 
lithiasis, there was a higher percentage with par- 
tially or completely obliterated lumina, in all of 
these conditions, than at general autopsy or at op- 
eration for appendicitis. 

Payr and Mohnert found gastric ulcer as a 
sequel to inflammations of the abdominal organs. 
The latter found that in 64% of all gastric ulcer 


‘cases, there was an inflammatory process in the 


appendix. Both authors regard the ulcers as due 
to embolic process from the thrembotic veins of 
the omentum, the appendix and its mesenterium. 

In the above series of my appended cases, blood 
examinations were made in 23 of the 31, and they 
were all practically negative, there being no in- 
crease in the leucocytes or in the polymorphonu-- 
lear count. Urine examination showed an occa- 
sional presence of indican in excess. This was par- 
ticularly so in Group 2. The presence of indican 
could generally be demonstrated after a small dose 
of calomel. 

DIFFERENTIAL DIAGNOSIS. 

It is impossible to consider fully the question of 
differential diagnosis in a paper of this scope, as it 
covers too wide a range. There are a few points, 
however, that would seem to me to be worthy of 
note. 

1. The persistence of symptoms, the lack of 
response to any rational therapy. In the third type 
of case, the presence of achylia must always be 
excluded, and the possibility of a vicarious elimina- 
tion through the bowel of a chronic interstitial 
nephritis must be borne in mind. 


SUMMARY. 
From the above clinical findings I believe that 
one is justified in making the following conclu- 
sions: 
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1. That a chronic lesion of the appendix may 
exist without ever producing an acute attack, and 
in some instances such lesions can be present with- 
out giving any focal signs, such as local tender- 
ness. 

2. That such pathological changes in the ap- 
pendix are characterized clinically by (a) a gastric 
atony, (b) pylorospasm, (c) interference with the 
intestinal motility. 

3. That the intestinal motility may be either 
depressed, producing constipation, which is the 
most characteristic symptom, or, in certain in- 
stances, the peristalsis may be sahil resulting 
in diarrhea. 

4. It is often impossible to make a diagnosis, 
save by exclusion or an exploratory laparotomy. 

68 East Firry-stxtH STREET. 


Parr, Appendicitis und Embolische Magen-Krankungen. Munch. 
Med. Woch., No. 17, 1905. 

Mounert, Appendicitis und Ulcus Ventriculi Mittlg. a d. Grens- 
geb. d. Med und Chir., 18, 1908, p. 469. 


TuHyroiw GROWTHS. 


Most tumors met with in the surgery of the thy- 
roid gland are benign in character. The location 
of the growth with reference to the thoracic inlet 
or to the windpipe will determine the amount of 
dyspnea, if there is any in a given instance. A be- 
nign neoplasm in this location may ultimately and 
sometimes unexpectedly cause a fatal attack of 
suffocation. As in other parts of the body, an in- 
nocent growth may here develop the characteristics 
of malignancy, and furthermore, emphysema, bron- 
chitis, thrombosis, cardiac weakness or paralysis 
of the inferior laryngeal nerves may be the result 
of pressure from a goiter—W. D. HamILton, in 
the Medical Record. 


Tue Lympuatics 1n GASTRO-INTESTINAL CANCER. 


The most important question in connection with 
the radical cure of carcinomata concerns the lym- 
phatics, and the proof of this assertion cannot be 
better shown than in the results as to permanent 
cure after resection of the various organs of the 
gastro-intestinal tract. The stomach is highly sup- 
plied with lymphatics and gives the smallest per- 
centage of radical cures. The large intestine, having 
the least lymphatics, gives the highest percentage 
of radical cures, and the rectum, with a moderate 
supply of lymphatics, gives better results than the 
stomach, but less favorable results than the large 
intestine—Ww. J. Mayo, in The Journal-Lancet. 
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SOME OBSERVATIONS ON HYPERTHY- 
ROIDISM.* 

Raymonp P, Suttivan, M.D., 
Surgeon to the Hospital of the Holy Family; As- 
sistant Surgeon St. Mary’s Hospital, Brook- 
lyn, N. Y.; Associate in Gynecology, St. 
Joseph’s Hospital, Far Rockaway, N. Y. 
BROOKLYN, N. Y. 


It is not necessary to remark that the literature 
on the diseases of the thyroid gland and their 
treatment is abundant. Its very abundance shows 
the interest that the past ten or fifteen years has 
awakened. The term “‘hyperthyroidism” carries us 
back to 1825, when Parry described a disease due 
to enlargement of the thyroid accompanied by en- 
largement or palpitation of the heart. In 1835 
Graves and in 1840 Basedow both perfected the 
classification. Lately Kocher proposes the term 
“thyro-toxicosis.” However, all these descriptions 
can be applied to an over-active thyroid gland. 
Hence “hyperthyroidism” seems to express the 
malady clearly and definitely. 

The anatomy of the thyroid needs no explana- 
tion. It is related to structures of great impor- 
tance. Suffice it to mention the parathyroid bodies, 
great vessels and nerves. Its blood and lymph sup- 
ply is profuse, showing its importance in meta- 
bolism. Besides assisting in the metabolism it pro- 
tects the body by the production of iodine. Hence 
abnormal activity in the thyroid produces more 
iodine than the system needs or can use. 

Etiology—tThe etiology of hyperthyroidism has 
never been satisfactorily explained. There are 
many theories. Water, locality, nervousness, food, 
all have had advocates. To-day there are those 
who believe it to be due to bacteria. C. H. Mayo 
has noted that in 70 per cent. of his cases of 
exophthalmic goiter there had been severe ton- 
sillitis some time previous to the onset. In Eng- 
land, goats have contracted exophthalmic goiter 
from drinking water contaminated with the fecal 
matter of hyperthyroid patients. Consequently we 
have good reason to suspect bacteria as being an 
etiological factor. 

Is hyperthyroidism a communicable disease? 
This is an interesting question. I know a family 
of which two members died of hyperthyroidism 
during the past eighteen months, and of which two 
other members are now affected with the same 
disease. 

The onset may be sudden or gradual. Dr. H. S. 
Plummer, of the Mayo Clinic, has noted that cases 


*Read before the Brooklyn Surgical Society, March 7, 1912. 
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having hyperplastic glands, notice the goiter at 32 
years, the onset of hyperthyroidism at 32 years, 
and come under observation at 34 years. Cases 
having adenomata notice the goiter at 24.8 years, 
the evidence of intoxication at 33.6 years, and come 
to operation at 39.6 years. Cases having colloid 
goiter, notice the enlargement of the thyroid at 
22.6 years, the evidence of intoxication at 33.6 
years, and come to operation at 38.5 years. Males 
notice the goiter, the existence of intoxication, and 
come to operation three to four years later in life 
than do females. 

Rather than enter into a prolonged description 
of the pathological histology of the different types 
of goiter, I shall confine myself to the terms sim- 
ple and exophthalmic goiter. The term hyper- 
thyroidism will be applied to the clinical picture 
and state of intoxication accompanying the hyper- 
plastic gland. The generally accepted classifica- 
tion of goiter is (a) adenoma, (b) carcinoma, (c) 
hyperplastic, (d) colloid. Clinically these same 
groups are accepted with the addition of cases hav- 
ing colloid goiters and adenoma, into those which 
do and those which do not show evidence of in- 
toxication. 

Of the exophthalmic goiters, in the series re- 
ported by Plummer, 6.5 per cent. are colloid, 10.3 
per cent. adenomata, and 83 per cent. hyperplastic 
thyroids. Of the simple goiters 68.1 per cent. ute 
adenomata, 28.9 per cent. colloids, and 3 per cent. 
hyperplastic. Of his cases listed as simple goiter, 
23.8 per cent. of the adenomata and 23.3 per cent. 
of the colloid showed evidence of intoxication. 

The symptoms of hyperthyroidism result from 
the absorption of a toxic secretion from the thyroid 
gland. The earlier writers on the subject seemed 
to have overlooked this fact, and hence failed to 
appreciate the living pathology, and made their de- 
ductions from a terminal pathology. The severity 
of the symptoms of hyperthyroidism is not always 
in proportion to the size of the gland; nor is en- 
largement always one of the first symptoms. I 
have seen death result in cases where the gland 
was little more than normal in size and weight 
and scarcely palpable. Cases with a small hyper- 


plastic gland and unblocked blood and lymph cir- 


culation are frequently more dangerous than those 
with the larger glands. I shall report cases to il- 
lustrate this later. 

The symptom-complex of hyperthyroidism is 
made up of at least two elements, one causing de- 
generative changes in the central nervous system, 
the other in heart muscles. One or more of these 
toxines brings about degenerative changes in all 


the tissues of the body, notably the heart, liver, 
kidneys-and skeletal muscles. In cases of simple 
goiter having toxic goiter hearts, in so-called 
struma cardiopathica, the cardiac toxine predomi- 
nates. The clinical picture is that of myocarditis 
plus mild hyperthyroidism. In the cases in which 
marked symptoms of hyperthyroidism develop on 
old adenomata and colloid goiters, the nerve poison 
is more in evidence and the clinical picture ap- 
proaches that of Graves’ disease. Clinically these 
two groups merge into each other, and it is im- 
possible to make any sharp division in classifying 
the cases. The clinical picture of the hyperplastic 
thyroid is manifest mainly by the almost universal 
evidence of intoxication in the central nervous sys- 
tem. That there is a difference in the toxemia of 
the hyperplastic and adenomata is demonstrated by 
the fact that in the former 80 per cent. show exoph- 
thalmos and in the latter only 5 per cent. In col- 
loid goiter the hyperthyroidism is of long standing, 
and results in dilated hearts. 

Considering now the state of hyperthyroidism as 
a destructive process, what will be a guide as to the 
prognosis? It seems to me that the earlier the 
diagnosis the better the results of that form of 
treatment which will minimize the production of 
the element of destruction. Early symptoms of 
rapid pulse, tremor, nervousness and palpable 
thyroid glands must of necessity direct the atten- 
tion to a probable cause. But intermittent attacks 
may be misleading, especially where reaction to 
medication has been considered good. But is this 
a reaction, or a natural limit to an exacerbation? 
I consider it in the majority of cases to be a nat- 
ural limit. “The nervousness, restlessness and men- 
tal fatigue peculiar to Graves’ disease seems to be 
in complete harmony with the expressions and mo- 
tions of the patients which, in more aggravated 
cases, closely approach a true chorea. This is one 
of the most constant symptoms of hyperthyroid- 
ism, and is most valuable in determining the de- 
gree of intoxication, and hence the operative prog- 
nosis.” 

The treatment of these cases has still most 
pronounced and diverse views. These views may 
be divided into two main classes: the conservative 
or non-operative, and radical or operative. Con- 
cerning the former, the “rest cure” serum treat- 
ment and iodine treatment have excellent sponsors. 
Now, the degree of intoxication may be ascribed to 
mental irritability. But this is not the major etio- 
logical factor. It is a result of central nervous sys- 
tem intoxication. Quiet the exhausted brain cen- 
ters and you quiet the heart’s action, etc., precisely 
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the same as in exhaustion due to overwork. Con- 
sequently the “rest cure,” if resorted to at the on- 
set, or during a period of exacerbation, may ob- 
scure those symptoms which might otherwise be 
in evidence, or it may lead one into a sense of false 
security, until the exacerbation has run its natural 
course, and at the end the improvement is attrib- 
uted to rest. 

While much stress should be placed on rest dur- 
ing acute symptoms, the term “cure,” though con- 
venient, signifies too much. Rest for a hyperthy- 
roidism case has the same value as it has in any 
toxemia. 

An encapsulated tumor of the thyroid treated 
by serum has its attendant dangers. -For, if cyto- 
lysis is produced, the efforts to eliminate the tox- 
emia produced by the degenerative material is 
often destructive to the heart, liver and kidneys. 
Hence, while such treatment, or other treatment 
used to avoid operation, might be looked upon as 
conservative, it really does harm by pressure, and 
is, therefore, destructive of surrounding thyroid 
tissues. There is no more reason for a small en- 
capsulated adenoma of the thyroid to be affected 
by serum than a cyst adenoma of the ovary. Like- 
wise, a conservative treatment by iodine may be 
attended by permanent injury to vital organs. This 
is found in the prolonged iodine treatment of col- 


‘loid goiters, in the middle aged, and the so-called 


iodine heart of Kocher is produced. I, therefore, 
consider the operative treatment to be superior. 
Albert Kocher remarks of the surgical treatment: 
“To say that this is still the best is not enough. It 
has proved itself superior to any other form of 
treatment.” C. H. Mayo, also, in a series of con- 
vincing articles, and drawing upon a wide experi- 
ence, has demonstrated the value of these opera- 
tions. All cases of exophthalmic goiter should not 
be submitted to operation indiscrimmately. Imme- 
diate operation should not be done in those cases 
which show advanced cardiac changes, irregular 


pulse, low blood pressure, or periodic attacks of de- 


lirium cordes. However, at the present time, with 
an improved technic and less danger of injury to 
vital structures, better asepsis, the operative mor- 
tality has been greatly minimized. Early operation 
affords early and often complete cure. It at least 
reduces the amount of secreting surface without 
embarrassing the remaining portion to such an ex- 
tent as to warrant grave consideration. 

The operative mortality is in the main dependent 
upon the degree of intoxication and the amount of 
damage resulting from that intoxication previous 
to operation. Great care should be exercised in 


estimating the operative risk in a patient who has 
for some time been under conditions conducive to 
mental and physical rest. A careful history of the 
frequency of exacerbation is necessary. A patient 
may have had four or five cures by medicinal or 
other means, but the surgeon will find his greatest 
difficulty in overcoming the risk due to dilated 
heart or affected kidney. If failure results, he will 
have to bear the entire blame of an unsuccessful 
treatment. I do not claim that surgery will cure 
all cases, but I do maintain that more than go per 
cent. of early cases and more than 80 per cent. of 
the later cases can be materially benefited, if not 
cured, by surgical treatment. The following cases 
will prove my claim: 

Case I.—Miss P., referred by Dr. V. L. Zim- 
merman ; aged 22; single; houseworker by occupa- 
tion. Family history negative; past history, pneu- 
monia eight years ago. About seven years ago no- 
ticed an enlarged thyroid, which has gradually in- 
creased in size ever since. About one year ago 
began to have attacks of dyspnea and palpitation, 
with headache and tired feeling; complained of 
losing strength and inability to work. During the 
past three months has lost fifteen pounds. Com- 
plains of difficulty in swallowing; appetite good; 
bowels irregular; says that during the past six 
weeks the tumor has grown rapidly. On exami- 
nation, pulse I10, temperature 98.2, respiration 22, 
weight 121 pounds. There was an enlarged thy- 
roid about the size of a normal kidney and freely 
movable. Heart rapid, a little enlarged, otherwise 
physical examination was negative. 

Operation at St. Mary’s Hospital Aug. 22, 1910. 
Right lobe and isthmus removed and resection of 
about half the left left lobe. Reaction to operation 
good. Left the hospital in three weeks, pulse 80, 
temperature and respiration normal. Weight 125, 
had gained about five or six pounds. Jan. 10, 1912, 
I saw the patient, who reported perfect health ever 
since the operation. Weight now 143 pounds. 

Here the gland was large, the symptoms mild, 
and a good lease of life assured. One year and 
four months after operation the patient has ex- 
cellent health, and is gaining all early ambitions, 
the pathological finding being diffuse adenoma. 

Case II.—Miss L., seen in consultation April 
15, 1911, with Dr. J. S. Waterman; aged 54 years; 
single; occupation milliner. Family history: 
Mother’s death due to kidney disease, and father’s 
death reported as paralysis of the throat. Past his- 
tory: Thirty years ago an attack of inflammatory 
rheumatism; recurrence five years later. Many 
attacks of laryngitis. Denies specific history; 
menopause four years ago. Never any previous op- 
eration. Present illness: About five years ago be- 
gan to lose weight and have spells of nervousness, 
tachycardia, indigestion and headache. About this 
time patient was bothered a good deal by worry and 
anxiety over mother’s health. One year later spells 
became more frequent, accompanied by tremor and 
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a good deal of sweating and vomiting. Nervous- 
ness increased; compelled to give up work. Rela- 
tives and friends informed her that during spells 
of palpitation and tremors there was a very anxious 
look on her face and that she trembled all over. 
Was treated medically. During the past six months 
has lost 50 pounds in weight, and has had a good 
deal of edema of both feet. Unable to walk up- 
stairs. Must sit up in bed; unable to retain food 
or even liquids at times; bowels costive. Micturi- 
tion, not frequent or painful. Never noticed any 
enlargement in the neck, but latterly complains of 
a good deal of constriction in the throat. 


Examination revealed a dilated heart, poor 
sound; pulse 124, respiration 24, temperature 99. 
A good deal of tremor and edema of both feet, 
legs and hands. Urine showed much albumin and 
many hyaline casts. Thyroid somewhat enlarged 
pulsating, moves freely with swallowing, some 
exophthalmos; weight 100 pounds. Operation 
April 28, 1911, St. Mary’s Hospital, Dr. W. A. 
Gillen assisting. General anesthesia given because 
pulse reduced 108, fairly regular and strong. 
Transverse collar incision; gland found to be small, 
mostly situated below the sternum. Both lower 
poles nodular and suspicious of malignant disease. 
Both lobes and isthmus removed. Posterior cap- 
sule left. One parathyroid body seen on the left 
side while sewing the capsule. Drainage by a stab 
wound and two rubber tubes. Reaction to opera- 
tion good. Very stormy recovery during the first 
48 hours, restlessness marked, but no vomiting. 
Plenty of saline, both by entero-clysis and hypo- 
dermoclysis; morphia grs. 1/6 used frequently. 
On the morning of the third day skin was moist, 
patient resting much easier and temperature 100. 
Pulse 102; plenty of liquids now taken by mouth, 
but enteroclysis persisted. Five days later patient 
out of bed, pulse 96, less nervous, taking plenty of 
nourishment, tubes out for two days, natural sleep. 
On May 13, sixteen days after operation, patient 
discharged from: hospital in excellent condition. In 
July, 1911, I saw this patient, who reported that 
she had been back to business for some time, and 
was able to carry on her household duties without 
assistance. No dyspnea, no tachycardia, but a 
slight edema of both feet persisting. Feb. 21, 
1912, has gained in strength. This patient came to 
my office and reported excellent health; weight is 
now 177% pounds, no tremor, pulse 86, and goes 
to business every day. Skin is moist and healthy. 


In this case the early diagnosis was not made. 
The patient had given up business and was ad- 
mitted to the hospital as a case of kidney and heart 
disease, and was treated as such for a period of 
three weeks, until Dr. Waterman came on service 
and noticed the existing hyperthyroidism. The 
sheart and kidney were severely affected, and prog- 
nosis necessarily very grave. This case, fortunate- 
ly, demonstrates that radical treatment, even at a 
very late stage, is often attended by success, 


Case III.—Mrs. B., referred by Dr. James 


Keyes, May 25, 1911, age 46 years. . Family his- 
tory: Mother’s death due to heart disease. Past 
history: Rheumatism off and on during the past 
six or seven years. Mother of four children, 
youngest 16 years of age. Present history: Two 
years ago, after an accident, taken with spells of in- 
digestion, nervousness and headache. Compelled 
to regulate diet. Condition gradually increased in 


- severity with the addition of tachycardia, dyspnea 


and perspiration. Nine months ago first noticed 
lump in neck, and relatives would ask about the 
cause of bulging of the eyes. Ever since there has 
been a gradual increase in the exomphthalmos, 
tachycardia, dyspnea on exertion and tremor. 
Appetite good. Has lost 78 pounds in the past nine 
months. During the past three months has been 
under medical care, with spells of relief never last- 
ing more than from three to five days. Lately a 
good deal of smothering sensation, dry cough ard 
dysphagia. Unable to sleep at night. Physical 
examination: reveals a woman with large bony 
frame, but very much emaciated, exophthalmos 
present in a marked degree. Tremor very active. 
Heart greatly dilated and poor sounds. Pulse 132, 
respiration 34, temperature 99.8. Thyroid about 
the size of a goose egg, pulsating and moved freely 
with swallowing. Patient advised to go to the hos- 
pital, and did so two days later. On rest and 
eliminative treatment for ten days pulse came down 
to 120 and nervousness less marked. Operation 
was then attempted with general anesthetic. 
Transverse collar incision, and the right superior 


vessels ligated and right lobe removed. Reaction. 


was good. Four hours after operation I saw the 
patient, who was resting fairly quiet and retaining 
rectal salines. Four hours later still I was sum- 
moned to the hospital hurriedly and found the pa- 
tient dying, death resulting just ten hours after 
operation from acute dilatation of the heart. The 
pathological findings, hyperplasia of the thyroid. 

This case illustrates many points. Perhaps it 
was boldness to attempt operation, but the evi- 
dences of tracheal pressure prompted me to give 
her the only chance. Perhaps had operation been 
deferred a little longer, and the toxemia thereby 
lessened, some success might have followed. This 
case seems to have been delayed so long that a cure 
was impossible. 

As regards the technic, I prefer the collar in- 
cision and follow as closely as possible the steps 
of operation as devised by Mayo and Judd. In my 
series of eight cases during the past year, one deatlr 
resulted which we must ascribe to surgery, five 
cases were exophthalmic goiter or Graves’ disease, 
two diffuse adenoma, and one cystic adenoma. 
Ether anesthesia was used in all but one case of 
ligation, when cocaine was used. Before opera- 
tion morphia grs. 1/6 and atropine grs. 100 were 
given by hypo. Post-operative treatment was di- 
rected toward the elimination of toxins. Wound 
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drainage maintained for 24 to 36 hours; Murphy 
saline drip started immediately after operation, and 
repeated every four to six hours for 24 to 36 hours. 
Ice cap to neck or head when necessary. Where 
the heart’s action is weak or dilatation is present, 
patients are placed in the semi-sitting position im- 
mediately and quiet maintained by morphia for 12 
to 18 hours. It has been my observation in hun- 
dreds of cases at the Mayo clinic that the immediate 
danger of operative fatality ends in 24 to 36 hours; 
that when rectal saline is not retained, hypoder- 


moclysis should be used. The confidence of the _ 


patient will be gained if the dressings are changed 
frequently enough to prevent uncomfortable sen- 
sations due to odor or pulling off dried drainage. 
I have always changed the dressing every six hours 
during the first 24 hours after operation. A good 
deal of the post-operative restlessness may be ob- 
viated if the patients are assured that the sensa- 
tion of constriction about the neck will not inter- 
fere with normal breathing. Diet should be liquid 
for the first 36 to 48 hours, and then a gradual re- 
_turn to normal diet. On the fourth or fifth day the 
blood circulation will have adapted itself to the 
new conditions, and the patient may safely be al- 
lowed to sit up in a chair, and, if desirable, to rest 
lying on the back, providing heart complication is 
not too great. In cases of ligation for early symp- 
toms the patient returns to a normal diet and is out 
of bed in two to four days. In ligation, because of 
grave symptoms, the post-operative treatment 
should follow that of a more extensive operation. 
Good drainage, both from the wound and by the 
elimination processes of the body, will assist very 
materially for an easy convalescence and restora- 
tion to good health. 
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Resutts oF RapICAL OPERATIONS FOR GASTRO- 
INTESTINAL CANCER. 


Carcinomata of the gastro-intestinal tract which 
are sufficiently localized to justify radical opera- 
tion, give results fully as good as carcinomata in 
other parts of the body. The pessimism of the medi- 
cal profession regarding malignant disease of the 
gastro-intestinal tract is not justified by the facts. 
It is the failure to make diagnosis during the stage 
when the disease is still localized, and not any 
peculiar malignant tendencies of the process it- 
self, which accounts for the fatal character of can- 
cer in this region Wu. J. Mayo, in The Journal- 
Lancet. 


THE CAUTERIZATION OF DOGBITES, 
ETC.—AN ERROR IN MINOR SURGERY 
OF MAJOR IMPORTANCE. 

A. Monae Lesser, M.D., 
Surgon--in-Chief American National Red Cross 
During the Spanish-American War; Execu- 
tive Surgeon New York Red Cross; 
Surgeon to St. Elizabeth Hospital, 


NEW YORK. 
i 


There seems to be an opinion universal among 
the laity and common in the medical profession 
that a dog bite or the bite of many other animals 
and insects, venomous and otherwise, should be 
cauterized, and cases of sepsis following such 
treatment present themselves so frequently, that no 
matter how much has hitherto been written upon 
the subject, it cannot be too much discussed until 
the facts have become generally known. 

Cauterization immediately after receiving an ex- 
tremely superficial abrasion might have seemed 
excusable before the physiology of absorption or 
the action of antiseptics was known. More logical 
seemed the procedure ascribed to the Babylonians, 
of whom it is said that they burned out a large 
area around the bite of a scorpion with a sizzling 
hot sharpstone heated in the fire of an altar, while 
the priestly (medicine) man and patient partook 
of a hasheesh drink. Such treatment, however, 
was for the rapidly active poisons injected by 
venomous snakes or insects which showed consti- 
tutional effects soon after the injury was received. 
It was to them as logical as the present practise of 
ligating the proximal veins or parts immediately 
and excising, or treating with antiseptic infiltra- 
tion, the entire affected area. The latter pro- 
cedure will most likely remain proper until more 
potent antidotes to meet and counteract the effects 
of the venomous rapidly acting poisons are dis- 
covered. 

However, this article refers to the local mani- 
festations of infectious bites which extend by con- 
tinuity and not to those mentioned above, nor cases 
in which the virus or its micro-organisms multiply 
during a period of so-called incubation and produce 
the characteristic constitutional disease of regular 
course. It is the infected wound of primary lesion 


which is here to be considered and why the local 
treatment of a wound produced by a bite should 
be different from any other infected wound, 
whether pierced, scratched or torn, is difficult to 
realize. 

Experiments in this direction can readily be 
made by one who has the convenience, and they 
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may be simplified as follows: The skin of a cer- 
tain number of animals is pierced, scratched or 
torn with an infected point or an infectious ma- 
terial is brushed over a wound. The injuries must 
vary in character—bleeding, non-bleeding, deep, 
superficial and other kinds similar to those occur- 
ring in bites and kindred affections. The animals 
thus infected may be divided into several classes ; 
In the one class the variety of wounds should be 
cauterized at certain time after infection, differing 
in seconds, minutes and hours. In the second 
class the open-wound treatment should be carried 
out at similar variations of time. One class of 
open wounds should be allowed to bleed freely and 
followed by antiseptic applications. Im another 
class the bleeding should be completely controlled 
by pressure and the cautery applied. To the 
slightly bleeding and non-bleeding wounds a suc- 
tion pump should be applied and followed by the 
application of various .mild antiseptics. And so 
should different methods of treatment be resorted 
to in order to observe the effect in the various 
kinds of cases. "ap. 

. The results of these experiments, if properly car- 
ried. out, will show the effects of the plain, open- 
wound treatment as compared with the injurious 
effects of the cautery. 

Realizing the action of the cellular elements in 
an infected area and the increased blood pressure 
by which the serum is forced from the blood ca- 
pillaries into the lymph channels, it can be easily 
understood that any interference with the process 
of expelling or immunizing the virus would aug- 
ment the seriousness of the condition. 

Aside from the mild antiseptic influence which 
is ascribed to the blood, its outflow decidedly as- 
sists in cleaning and in purging the wound. Free 
bleeding, suction and open-wound treatment per- 
mit the exit of noxious ingredients to a greater or 
less degree, while on the contrary, perfect cauteri- 
zation closes the channels and thereby prevents 
every possibility of exit of the virus and conse- 
quently favors its absorption. 

A fair demonstration of the advantage of free 
bleeding is afforded in cases of unsuccessful vac- 
cination when through excessive scarification the 
blood washes away the applied virus; the negative 
results in these instances will often prove the 
cause, when a non-bleeding scarification or point 
vaccination into the skin, of the same person with 
the same kind of virus is followed by the looked- 
for result. 

Therefore, according to the rule followed in 


surgery, in the treatment of infected wounds, in-. 


cluding those caused by an animal or insect in 
which there is the least abrasion of the skin, the 
following procedure will be found of advantage: 

1. The wound should be allowed or encouraged 
to bleed as freely as possible for several minutes. 
If a large vessel be severed, it needs to be con- 
trolled earlier, of course, than if there were ca- 
pillary bleeding. 

2. After the wound has bled sufficiently, a wad 
of cotton saturated with a mild antiseptic solution, 
such as equal parts of alcohol and water with a 
small percentage of iodine, should be applied with 
as moderate pressure as may be required to con- 
trol the bleeding and protect the wound from 
further infection. The wad should be kept moist 
(not too wet) with a similar application, but with 
as little interference with the wound as possible. 

When the area is smail after the bleeding has 
been controled, an application of an antiseptic wool- 
fat ointment may be found of advantage. The se- 
lection of the application or ointment must be left 
to the physician, but it should consist of ingredi- 
ents well calculated to soften the tissues, favor 
absorption of the active antiseptic, and at the same 
time stimulate the area to encourage different 
action of the tissue fluid. A properly prepared 
lanum,. lanolin or kindred medium will be found to 
serve well. 

3. If the wound does not bleed, a suction pump 
(similar to a cupping pump) should be applied, 
but where there is none at hand cautious suction 
with the lips could be made. This may be done 
by the patient if he can reach the part, or it may 
be done by an attending person without injury to 
himself or the patient, if proper precautions are 
followed. It has been demonstrated that a per- 
fectly healthy person may swallow snake poison 
or septic material without any harm whatsoever, 
their poisonous properties being made inocuous by 
the healthy digesting fluids, particularly fresh 
human saliva and gastric juice. Still, the uncer- 
tainty of health and a possible abrasion on the lips 
or in the mouth make precaution advisable. The 
suction should therefore be made by holding in the 
mouth an alcohol, water and iodine solution above 
mentioned, while the lips are held over the in- 
fected area, so that the solution may play around 
the wound and protect the mouth from infection. 
In experimental work a properly prepared acidu- 
lated pepsin solution has also been found very 
serviceable for this purpose, but the alcohol seems 
to stimulate free bleeding and, as said, also pro- 
tects the wound from possible mouth infection. 

4. When the suction does not produce bleed- 
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ing it indicates that the blood capillaries were not 
injured and the poison is carried in the lymph 
channels. In these cases an application of the 
antiseptic wool-fat ointment should be made. 
While these antiseptic applications may exert no 
immediate special influence upon the internal por- 
tion of the wound, they keep the parts pliable and 
permit the exit of the virus, while by natural 
processes the tissues endeavor to eliminate, or they 
at least aid in limiting or localizing the septic 
process. 

After the wound has been dressed, suitable reme- 
dies may be given to relieve pain, or stimulate if 
exhaustion has followed. It is my practise to give 


in the average case 0.6 grams (about 10 grains) 


of sodium salicylate in combination with 0.05 
grams (about I scant grain) of caffeine-sodium- 
salicylate every three or four or five hours, as may 
be advisable. This is alternated with an acid 
pepsin solution, each dose containing 0.3 grams 
(about five grains) at similar intervening periods. 
This medication will be found to relieve pain and 
assist in the elimination of the toxins. 

It is a fact well demonstrated that most poisons 
when taken into the body by any route are early 
secreted into the stomach and general alimentary 
canal. For that reason the effects of poisons, 
whether inhaled, subcutaneously injected, or taken 
into the system by any channel, are much reduced 
by lavage of the stomach and enteroclysis. The 


same takes place in diseases resulting from the 


invasion of microdrganisms, where the toxins enter 
the alimentary canal and interfere with its various 
functions. 

Having had considerable experience with the 
bites of venomous insects while in the tropics, I 
have followed up the work by experiments and 
frequently succeeded in relieving infected animals 
by means of prepared ferments or enzymes injected 
and swallowed. It was the behavior of the ani- 
mals, such as licking their wounds while emitting 
saliva and, in some animals, gastric juice, after 
such infections, that drew my attention to this mode 
of procedure, but it would be wrong to recommend 
the introduction of these ingredients into the blood 
of a man before we have completed a more perfect 
way of sterilizing them, as also means of prevent- 
ing their destruction when entering the blood. 

It may, however, be added that various methods 
have to be applied in different climates even if the 
infection be caused by similar reptiles or insects, 
and some of the remedies found useful in one con- 
tinent may prove of but little advantage in another. 


It may also be stated that the severity in consti- 


tutional effects of many of the poisonous bites out- 
side of the acttial poisonous snakebite is overrated. 

Returning, however, to the original intention of 
this article, it may be added that while local treat- 
ment alone, as above recommended, is by no means 
calculated to prevent the possible ultimate systemic 
consequences in cases of rabies or other forms of 
constitutional poisoning through venomous bites, it 
will, in combination with the internal medication, 
in all cases relieve the pain, ameliorate the condi- 
tions to a marked degree and considerably lessen 
constitutional effects. As to the infusions of 
enzymes or ferments upon which the suggestion 
of antitoxins is based, all that can be said now is, 
that they are as yet experimental, but it is hoped 
that they may become an efficient aid in counteract- 
ing the effects of venomous poisons. Still the 
principal object of this article is to point to the error 
of the cautery in these cases. 


16 West SIXTY-EIGHTH STREET. 


INTUSSUSCEPTION IN CHILDREN. 

1. Intussusception in children is usually of the 
acute type and therefore usually surgical. 

2. Early diagnosis and surgical interference are 
essential to a low mortality in acute cases. 

3. Operation should be simplified to the greatest 
possible extent, and this is only possible when done 
while the invagination is reducible. 

4. The mesentery in children being long, pitch- 
ing or swinging the children violently should be 
advised against. 

5. Last, and most important, digital examination 
of the rectum should be made in cases of children 
with symptoms of acute abdominal pain—A. R. 
MATHENY in the Pennsylvania Medical Journal. 


INTRATRACHEAL INSUFFLATION NARCOSIS. 

Tracheal insufflation anesthesia offers the best 
available conditions for progress in surgery of the 
thoracic cavity. 

Nitrous oxide and oxygen can be successfully 
exhibited through the intratracheal tube. Its al- 
ready acquired reputation for safety plus the ap- 
parent ideal mechanical conditions for its use here- 
in suggested opens a field for still further reducing 
the toxzemia of the anesthetic state. 


Unfavorable results that have been reported 


have had their origin in easily remedied faults of 


technic. Use no force in the introduction of the 


tracheal tube—Wwa. C. Wootsey in the New York 


State Journal of Medicine. 
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EXPERIENCE WITH SALVARSAN, WITH 
SPECIAL REFERENCE TO ITS RELA- 
TION TO THE WASSERMANN 
REACTION.* 

SyLvan H. Lixes, M.D., 

Visiting Physician in Dermatology and Genitouri- 
nary Diseases, Hebrew Hospital, 
BALTIMORE ; 
and 
HersBert SCHOENRICH, Phar.D., M.D., 
Assistant Physician in Dermato!ogy and Genitouri- 
nary Diseases, Hebrew Hospital, 
BALTIMORE. 


Salvarsan has now been in general use almost a 
sufficiently long time to commence to draw con- 
clusions concerning its actual curative value, par- 
ticularly as regards its superiority to the older 
methods. All efforts in the past to determine the 
actual curative value of an anti-syphilitic remedy 
must necessarily have been based on the time factor 
alone, but now with our Wassermann reaction we 
are more in a position to speak of actual and not 
relative cures. Although salvarsan has only been 
employed about two years, the different reports 
from various sources based on the Wassermann 
reaction, will give us a fairly accurate idea of its 
efficacy in not only relieving the symptoms but the 
possibility of its absolutely eliminating the syphi- 
litic infection from the body. 

This paper is based on the result of over a year’s 
experience with salvarsan, during which time there 
were one hundred and seventy-five injections ad- 
ministered to one hundred and fifteen patients. 
These patients all consisted of our private clientele, 
there being no dispensary patients included, thus 
offering us the advantage of following more closely 
a greater majority of the cases. All were injected 
intravenously with the exception of eight, on whom 
the intramuscular method was used. Of these 
eight, four received the oil emulsion and four the 
neutral suspension. While all those injected intra- 
muscularly complained more or less from the ef- 
fects of the injection, there were none, however, 
that developed lesions of any serious nature, such 
as abscesses, necrosis, etc. In only one case where 
the oil emulsion was used was there any severe 
reaction which manifested itself in the form of 
continuous fever, pain, headache, loss of weight 
- and appetite. These symptoms continued for about 
ten days, although the pain lasted for a much 
longer period. The other cases reacted much alike, 


*Read at the 114th annual meeting of the Medical and Chi i 
cal Faculty of Maryland, April 24, 1912. ee 


the chief symptom or complaint being the pain 
around the area of puncture often extending down 
the limb and aggravated on exertion. Since the 
cases treated by this method are only a few in 
number, and as the majority of these were followed 
up with subsequent intravenous injections, we can’t 
very well draw any conclusions as tothe efficacy 
of salvarsan when injected intramuscularly. It is. 
maintained by some authorities that salvarsan when 
administered by this method, being stored up in the 
muscular tissue, is more efficient. The possible 
advantages which may accrue from this continuous. 
medication due to slow absorption, however, in our 
opinion, as well as in the opinion of the majority of 
observers, do not compensate for the severe pain 
and dangers of abscess formation which often ac- 
company this procedure. The intravenous method 
is unquestionably to be preferred, as when the 
patient receives the medicament he gets the re- 
quired dose with no fear of any remote bad after- 
effects. Our technic of this procedure is fully 
described in another article, and we wish here only 
to mention a few points, which when observed 
seemed to lessen the severity, if not preventing en- 
tirely, the reaction. First—The saline should be 
freshly prepared immediately before the injection. 
Second—It should be prepared from distilled water 
and chemically pure sodium chloride; filtered, 
boiled, then allowed to cool to the proper tempera- 


-ture. Third—The solution when ready for injec- 


tion must be absolutely clear, alkaline and warm. 
It should be free from solid particles, the injec- 
tions of which into the circulation is certainly not 
permissible. With the proper precaution and care- 
ful technic the intravenous introduction of the 
solution offers no difficulty whatsoever. Another 
essential is in having a sharp needle, with a caliber 
that will permit the full quantity to be injected in 
about fifteen minutes. With the finger over the 
vein, the inflowing fluid is perceptible; this, with 
the patient’s entire freedom from pain, serves as a 
guide that the process is being conducted properly. 
Before the injections, all our patients were ex- 
amined with special reference to the heart, arteries, 
nervous system and urinary findings. Delicate in- 
dividuals or those suffering with a varying degree 
of arteriosclerosis, received proportionately smaller 
doses. Other conditions beimg favorable, the 
presence of a small quantity of albumen or sugar 
has not deterred us from administering the treat- 
ment. In several cases of this kind we found the 
reaction to be neither more nor less severe than in 
perfectly normal individuals. We were surprised 
to note the small percentage of reactions following 
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the injections, these when present seldom came on 
earlier than two hours after the treatment was ad- 
ministered. Probably 30 per cent. were free from 
any effect whatever, while others showed symp- 
toms varying from a slight headache to chills, fever 
and gastro-intestinal disturbances. Again few pa- 
tients after their first injection reacted pronounc- 
edly, while the second caused absolutely no ill 
effect, and vice versa. The highest temperature 
noted was 103, which soon receded when the 
nausea, which in these cases was more marked, dis- 
appeared. In very active syphilis and especially 
when the patient was more or less cachetic the 
salvarsan reaction seemed more severe, but in not 
a single instance was there any cause for alarm. 
COMPLICATIONS. 

Fortunately there were no complications directly 
attributable to salvarsan.. Among the interesting 
by-effects, however, that were observed may be 
mentioned a case where a herpes zoster appeared 
on the trunk fourteen days after an intravenous 
injection. Fox and Trimble’, Strumke and 
Bruckman’, report similar instances in their ob- 
servations. What might be called the Herxheimer 
reaction appeared in five per cent. of our cases, 
namely, a bright red erythema usually covering the 
trunk. In only one case (presenting initial lesion) 
did we give a second injection as early as three 
weeks. This was done in order to attempt an 
abortive cure. At each injection the patient was 
given the full dose, namely, 0.6 gms. This inter- 
val of three weeks evidently seemed too short, for 
the patient had a rather severe reaction with the 
presence of albumen in the urine after the second 
dose. However, he soon recovered, never de- 
veloped further manifestation, nor did his Wasser- 
mann ever change from negative. 

Clinically the cases may be classified as: 

(a) Those presenting initial lesions. 

(b) Those with manifestations (other than 
initial lesions). 

(c) Those without manifestations showing 
positive Wassermann reaction. 

(d) Parasyphilids and hereditary. 

(a) The initial lesions were diagnosed as 


_ syphilitic only after the finding of the living spiro- 


chetes in the dark field illuminator. Our experi- 
ence with the Wassermann test in this early stage 
of the disease corresponds largely to that of other 
observers. While the reaction may show positive 
in many cases, there are a large percentage that 
give a doubtful or even a negative result. This is 


? Experience with Salvarsan.—Journal A, M. A., Nov. 18, 1911. 
* Toxic Effect of Salvarsan.—Berliner Klin, Wochen. Feb. 12, 1912. 


due to the fact that the spirochetes have not de- 
veloped in sufficient number, consequently the lack 
of syphilitic antibody necessary to influence the 
test. There were ten cases treated presenting 
primary lesions, all of whom were injected within 
twenty-four hours following the finding of the 
organism. In each case the chancre disappeared 
surprisingly fast, the time averaging ten days. 
Those receiving two injections had their second 
administered at an interval of from five to six 
weeks, except two; one where the interval was 
three weeks, as heretofore mentioned, the other 
being four months. The apparent curative value 
of salvarsan was probably most conspicuous in 
these cases, for not only did they fail to develop 
any further manifestations, but their Wassermann 
tests on repeated examinations continued negative. 
The cases were followed with much interest and 
care, and their last examination only a short time 
ago which now varies from five to ten months after 
the appearance of the initial lesions showed all the 
signs of being cured. It might be added that we 
propose, as far as we are able, to follow these cases 
for the next several years. 

(b) Cases with Manifestations—In this classi- 
fication are included cases exhibiting secondary and 
tertiary lesions. Manifestations, including macu- 
lar, papular and pustular syphilides; ulcerations of 
the throat, mouth and tongue, glandular or bone 
involvement, and, in fact, most forms characteris- 
tic either of these stages, varying from a mild to 
a marked degree, were well represented. As far 
as the symptomatic effect goes, salvarsan causes 
the disappearance of lesions of mucous membrane 
with startling rapidity, even in cases entirely re- 
sistant to mercury. Lesion of the skin, however, 
did not disappear with any much greater degree of 
rapidity as compared to injections of the salicylate 
of mercury. Bone and glandular involvement are 
unquestionably affected more favorable than by 
any other form of antisyphilitic treatment. Even 
though salvarsan would offer no advantage, as far 
as rapidity of the disappearance of the symptoms 
is concerned, the ease of its administration, the 
absence of the pain incident to mercurial injections, 
the absence of continued gastro-intestinal disturb- 
ances, also so common in mercurial medication, and 
the long-continued benefits following one treatment 
alone, certainly give it preference to mercury. In 
this connection we desire to take up specifically a 
few cases showing the extremes of success and 
failure. One patient suffering with an ulcerative 
lesion of the tongue, was under the most intensive 
treatment with mercury and iodide for nine months 
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with absolute failure to bring about any change 


whatsoever. Here, a single injection of salvarsan 


«caused disappearance of the lesion within ten days, 
and the Wassermann reaction became negative. 
Another patient presented a syphilitic ulceration of 
the lower jaw which responded to one injection of 
salvarsan after all other means had failed. In 
contradistinction to these cases, as an illustration 
of a failure may be mentioned a case with multiple 
ulcers of the leg which failed to respond after an 
intravenous and an intramuscular injection. It is 
more than likely than the failure in this case was 
due to the enormous amount of indurated tissue 
surrounding the ulcers. 

(c) Cases Without Manifestations, Showing 
Positive Wassermann ReactionMany of these 
cases previous to the introduction of salvarsan had 
been treated with mercury and iodide; others again 
had either neglected, or, as clinically cured, discon- 
tinued all treatment under medical advice. The 
necessity for treatment was based entirely upon the 
behavior of the Wassermann. 

(d) Para-syphilides and Hereditary Lues.— 
These cases all exhibited some involvement of the 

central nervous system and gave a specific history. 

They showed either a positive or negative Was- 
sermann. The clinical effect on these cases was 
nothing startling, but we believe the possibility that 
it may inhibit the further progress of the degenera- 
tive changes is surely worth a trial in these other- 
wise incurable conditions. Our list includes fifteen 
parasyphilitics and one hereditary case. 

WASSERMANN REACTION. 

The great value of the Wassermann reaction is 
most forcibly demonstrated as a guide in the treat- 
ment of syphilis. Whereas in former years we 
were guided in the treatment by the presence of 
lesions, or the rapidity of their disappearance; but 
much was left to the therapeutic diagnosis or 
guesswork. Consequently, when we wish to speak 
of actual cures in syphilis, the Wassermann test is 
just as important a factor in the treatment of this 
disease with. its many obscure and protean manifes- 
tations as the very drugs themselves, may they be 
mercury, potassium iodide or salvarsan. 

We were very liberal in making this test, which 
was carried out in our laboratory. The original 
Wassermann method was used and with known 
positive and negative controls with each series vf 
tests. We depended, therefore, largely upon the 
behavior of this test, which serves as so splendid a 
guide in executing curative treatment. That syph- 
ilis may be latent for an indefinite period without 
any signs or symptoms is a well recognized fact. 


There may be slow retrogressive changes occurring 
internally which may lead to severe degenerative 
conditions. According to most observers a posi- 
tive Wassermann reaction, with very few excep- 
tions, signifies syphilis that is active, irrespective 
of clinical manifestations. The interpretation of a 
partial reaction is at times exceedingly difficult, and 
the decision must often depend on a consideration 
of clinical data, the possibility of the reading being 
influenced by recent strong antisyphilitic treatment, 
or by previous copious indulgence in alcoholic 
beverages. It occasionally happens that one may 
meet with a case of active lues showing a negative 


‘reaction. This may be explained by the fact that 


although there are present active spirochetes, there 
is, however, not sufficient antibody formation to 
produce complement fixation. Occasionally there 
may be an intensification of the Wassermann reac- 
tion following shortly the administration of salvar- 
san. It is maintained that here the medicament has 
stimulated the formation of reactive substances, 
thereby temporarily influencing the reaction.. As 
an example, in one of our cases the patient was 
under the old treatment for a long time. His 
Wassermann reaction at the time of his first injec- 
tion was plus over minus (doubtful). Three weeks 
following, the test showed double plus, becoming 
negative after a subsequent injection. While it 
was our wish to follow up every patient with fre- 
quent Wassermann tests, one invariably meets con- 
ditions making this impossible. Some patients, for 
instance, appeared unexpectedly for treatment, at 
times inopportune for making the test, while others 
failed to return, etc., etc. Tests were made from 
time to time at varying intervals after each treat- 
ment, no special rule being fixed as regards to time 
and frequency of the test, excepting that no test 
was made earlier than four weeks following the 
first injection. 


Of the one hundred and fifteen patients, seventeen had 
no Wassermann examinations made at all. These include: 
(a) With manifestations, 13; (b) parasyphilides, 3; (c) 
hereditary, 1. 

In our initial lesion cases, while Wassermann 


tests were made, owing to its insignificant value in 
the early stage of this disease, no records, were kept 
until after administering salvarsan. They are 
thus classified separately. Number of primary 


lesions 10. 
Two cases receiving one injection failed to return for 
further tests or treatment. : 
Seven cases receiving two injections (interval of injec- 
tion four weeks), repeated tests never changed from nega- 
tive. 
One case receiving two injections (interval of injection 
four months), one month following first injection Wasser- 
mann showed negative. Three months later showed triple 
plus. At this period he received another treatment. Ne 
test has been made since. 
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Of the eighty-eight patients remaining, twenty 
failed to have their blood re-examined after their 
first or second treatment, leaving sixty-eight on 
whom accurate records were kept. 


Sixty-eight receiving one or more injections. 

Thirty-two (80 per cent.) cases changed from xxx to 
xx or x: (a) 20 with manifestations; (b) 12 no mani- 
festations; (c) 0 parasyphilides. 

Eighteen. (80 per cent.) cases changed from xx or x 
to — (a) 8 with manifestations; (b) 8 no manifestions; 
(c) 2 parasyphilides. 

Eight (20 per cent.) cases remained xxx (a) 4 with 
manifestations; (b) 1 no manifestation; (c) 3 parasyphil- 
ides. 


Or, in other words, of all the cases showing either 
a partial or strong reaction, thirty-one per cent. 
became negative after the first injection. In one 
case the test changed from x to xx. 


Nine cases had no test made between the first 
and second injection. 


Forty cases receiving two or more injections. 
Fourteen (60 per cent.) cases changed from xxx to xx 
or x (a) 5 with manifestations; (b) 6 no manifestations; 
(c) 3 parasyphilides. 
Nine (40 per cent.) cases changed from xxx to — (a) 
6 with manifestations; (b) 3 no manifestations; (c) 0 
parasyphilides. 


Four (80 per cent.) cases changed from xx or x to — 
(a) 3 with manifestations; (b) 1 no manifestations; (c) 0 
parasyphilides. 

One case remained xx. With manifestations. 

Eight have thus far not reported for turther tests. 
Four are included with those who had no tests made at all. 
Eight receiving three or more injections. 

One case changed from xxx to x. 


Three cases changed from xxx to — (a) 1 with mani- 
festations; (b) 2 no manifestations. 


_One case remained unchanged at xx. With manifesta- 
tions. 


Three have not yet returned for further tests. 


Two cases received four injections. While the Wasser- 
mann test in each was markedly influenced after three 
injections, they have up to time of the writing of this 
paper not returned for a test after their fourth treatment. 


CONCLUSIONS, 


1. Based on our experience with the Wasser- 
mann reaction previous to the introduction of sal- 
varsan, we find that this drug influences the test 
more strongly than any other forms of anti-syphi- 
litic treatment, and our statistics show that the 
Wassermann reaction became negative in 31% of 
the cases following one injection, and, further, that 
cases resistant to one injection will usually respond 
to a second or third. 


2. That one injection is not sufficient and must 
be repeated from time to time, using the Wasser- 
mann reaction as a guide. 

3. No attempt is made in this article to speak 
for or against the use of mercury and potassium 
iodide in connection with salvarsan. 

1134 LrnDEN AVENUE. 


THE OFFICE TREATMENT OF HEMOR- 
RHOIDS. 
Leicu F. Watson, M.D., 
Lecturer in Operative Surgery at the University 
Medical School; Member of the Alumni So- 
ciety of the New York Polyclinic Hospital 
and Society of the Lying-In Hospital 
of the City of New York. 
OKLAHOMA CITY. 


Many physicians believe that there is only one 
operation that will cure hemorrhoids and that 
necessitates a general anesthetic, several days of 
severe post-operative pain and two or three weeks 
confinement in a hospital. . 

On the contrary, the majority of hemorrhoid 
operations can be performed in a modern office 
with cocaine anesthesia and under the same aseptic 
precautions obtainable in a hospital. These cases. 
will get just as good a result when operated on at- 
the office or in their own home, with slight pain 
and discomfort and only one or two days’ detention 
from business. 

It is not my purpose to consider here the numer- 
ous palliative measures too often employed by the 
physician, but to urge the radical operative treat- 
ment in a larger number of cases, because of the 
immediate and permanent relief it offers the patient. 
Palliative measures at their best are slow and tedi- 
ous, while the results are often uncertain and 
the liability of a recurrence is well known, because 
the exciting factors have not been removed. 

With the improved technic of cocaine anesthesia 
which permits of painless dilatation of the sphincter, 
it is no longer necessary to subject these patients 
to the danger and discomfort of general narcosis. 
Physicians not familiar with the office treatment 
of hemorrhoids under cocaine anesthesia will often 
advise palliative measures when they feel that the 
case does not justify a general anesthetic. These 
cases are usually suitable for office treatment and 
the results are as satisfactory as when they are 
operated on under general anesthesia. 

The term “hemorrhoid operation” too often 
means general anesthesia and a Whitehead opera- 
tion, or one of the numerous modifications of this 
very radical and rarely required procedure. The 
Whitehead operation is indicated only in the worst 
cases of hemorrhoids and should never be per- 
formed outside of a hospital. In the large ma- 
jority of cases this operation is not required, nor is 
it justifiable to expose a patient to its dangers when 
a less severe operation will effect a cure. 

The practicability of the office treatment of 
hemorrhoids is demonstrated by the flourishing 
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practise of the “advertising specialist.” Many 
patients are unwilling or unable to submit to hos- 
pital treatment for this condition, nor will they 
consult the physician who does not treat these 
cases at his office, except as a last resort, after 
palliative measures have failed and their health has 
become seriously impaired. 

There are several good methods that are adapted 
to cocaine anesthesia and the choice of operation 
is entirely dependent on the individual case. Since 
the introduction of methods whereby the sphincter 
can be cocainized and painlessly dilated, the indica- 
tions for a general anesthetic in rectal work are 
very limited, and governed largely by the skill cf 
the physician in the use of cocaine, even the White- 
head operation can be performed under local an- 
esthesia. 

The office treatment of piles usually consists of 
the ligature with or without transfixion, clamp and 
suture and excision of the hemorrhoid with sutur- 
ing of the wound. 


The majority of cases seen by the general prac- 
titioner are primary hemorrhoids, and either in- 
ternal or external in character. The internal 
hemorrhoids are usually divided into the capil- 
lary and varicose varieties. The varicose pile 
protrude when the patient strains and are 
the source of considerable inconvenience. The 
capillary form bleed at frequent intervals and 
give the patient much annoyance from irritation 


and tenesmus, but do not protrude. Internal 


hemorrhoids are very frequently treated with 
palliatives because of the general belief that their 
cure requires a general anesthetic, confinement in 
a hospital and detention from business. 

The external hemorrhoids ordinarily encountered 
are of the thrombotic and connective tissue varie- 
ties. Thromboses in hemorrhoids are due to the 
clotting of blood in the loose cellular tissue around 
the terminal veins. The injection of a few drops 
of one-tenth per cent. cocaine solution into the skin 
surrounding the thrombotic hemorrhoid will per- 
mit a painless incision, which should be made in 
the line of the radial fold. The clots should be 
gently removed with a small curet or forceps; 
squeezing them out by pressure will make the 
after-pain more severe and sometimes cause swell- 
ing of the parts. Usually a suture is not required, 
as the folds of the anus tend to keep the edges of 
the wound in approximation, and healing is com- 
plete within a week. Glutol powder—one per cent. 
formalin in gelatine—is a very satisfactory dress- 
ing for these cases, and acts as an efficient hemo- 
static as well as a strong antiseptic. 


Connective tissue hemorrhoids or “skin tabs” 
(Tuttle) are usually more annoying than danger- 
ous, although they are liable to become inflamed 
from prolonged irritation, and thus cause marked 
discomfort and pain. Palliative treatment is worth- 
less in these cases, while the injection methods will 
increase the size of the tumor. The only satisfac- 
tory treatment is to cocainize the connective tissue 
pile and clip it off flush with the skin. The heal- 
ing is equally rapid whether the wound is sutured 
or left open. 

Secondary hemorrhoids due to hypertrophy of 
the prostate, urethral strictures, cirrhosis of the 
liver, vesical calculus, malignant disease of the 
bladder and rectum are best treated with palliative 
measures unless the cause can be removed. Sec- 
ondary hemorrhoids and those involving the entire 
pile-bearing area should be operated upon at a hos- 
pital, or in their home, as these patients are always 
liable to a secondary hemorrhage. 

To secure the best results in the simplest opera- 
tion it is essential to have the lower bowel empty. 
Neglect of the proper preliminary treatment will 
make the office treatment of hemorrhoids unsatis- 
factory. One or two days before operation the 
patient should receive a large dose of castor oil, 
Laxol or a saline cathartic. An enema of hydro- 
gen peroxide, 10 per cent., about ten hours before 
the operation, is the best method of thoroughly 
emptying the lower bowel. If the desired result 
is not obtained the enema should be repeated within 
two hours. No enemas should be given within 
eight hours of the time set for the operation. A 
disregard of this precaution will excite peristalsis 
just before or during the operation and cause fecal 
masses to contaminate the field of operation and 
favor an infection of the wound. Any particles 
of fecal matter in the rectum at the time of opera- 
tion must be thoroughly removed by irrigation or 
by pledgets of gauze or cotton. 

Patients operated upon with local anesthesia 
should always receive morphine sulphate (grain 
one-eighth to one-quarter) hypodermatically one 
hour before operation. When operated upon at a 
hospital or in the home the hyoscine-morphine pre- 
liminary treatment, as suggested by Tuttle, is very 
useful to prevent the pain following an extensive 
operation. Give hyoscine hydrobromate, one-hun- 
dredth grain, three hours before the operation, re- 
peat the same dose of hyoscine combined with mor- 
phine sulphate, from one-sixth to one-quarter grain, 
one hour before operating. Untoward symptoms, 
as slow shallow breathing with cyanosis, do not 
occur when only one dose of morphine is admin- 
istered. 
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The ideal cocainization is the one that secures 
analgesia with the smallest amount of solution. 
This is the reason that cocaine.is the best of all 
local anesthetics. The less solution injected and 
least bruising of the tissues the quicker and less 
painful is the healing. By thorough infiltration is 
not meant a massive infiltration of all the tissues 
to such a degree that the field of operation is ob- 
scured and the landmarks obliterated or distorted. 
Massive infiltration of all tissues regardless of 
nerve supply renders the operation difficult and the 
results more unsatisfactory than when the anes- 
thetic is carefully distributed to those points where 
sensation is most marked. This is the usual cause 
of failure when physicians neglect to remove all 
the pile tumors under local anesthesia. 

The most satisfactory cocaine technic for rectal 
operations is that of Reclus. The patient is re- 
quested to strain, and a small pledget of cotton 
saturated with a weak cocaine solution is now in- 
troduced into the anus and the contraction of the 
sphincter as the patient relaxes draws the tampon 
up inside the sphincteric ring. This procedure is 
repeated with pledgets of increasing size until the 
sphincter is partially relaxed and the mucosa com- 
pletely anesthetized. The needle is introduced into 
the anesthetized mucosa and the skin around the 
margin of the anus is infiltrated. After cocainizing 
the muco-cutaneous margin the index finger of the 
left hand is introduced into the rectum to guide 
the needle while cocainizing the sphincter. This 
step is painless if the needle is introduced at a right 
angle to the skin surface. Six punctures are made 
at equidistant points around the circumference of 
the sphincter and each time about one-half dram 
of the one-tenth per cent. cocaine solution is in- 
jected into the sphincter and surrounding tissues. 
The sphincter can now be painlessly and completely 
relaxed in a few minutes by digital dilatation. 

The sphincter must be well dilated before the 
operation is begun, and the dilatation should be 
very gradual so as not to lacerate the skin, mucosa 
or muscle. Tuttle uses only a moderate amount of 
dilatation, for he believes that divulsion of the 
muscle as practised by some operators is not only 
unnecessary, but that the traumatism is the cause 
of the dull aching pain that so often follows these 
operations. 

The ligature operation is preferred by many be- 
cause of its simplicity, ease and rapidity of appli- 
cation and adaptability to the majority of cases. 
It can be performed in the lithotomy or Syms posi- 
tion, the Jatter position being more comfortable for 
the patient - 


After the usual preparation and cocainization the 
sphincter is dilated and the lowest pile grasped with 
a hemorrhoid forceps or an ordinary volsellum. 
Allingham ligates the smallest and lowest pile first, 
so there will be no danger of its being overlooked, 
and so that the blood does not obscure the field of 
further operation. A groove is cut around the 
lower two-thirds of the pile and the submucous and 
muscular tissues separated up to its base. The pile 
is then ligated with chromic catgut, linen or silk 
and the hemorrhoid cut off leaving sufficient pedicle 
to prevent the ligature slipping. When the pile is 
large and the hold of the ligature uncertain it is 
wise to transfix the ligature through the base of the 
hemorrhoid before tying. Any actively spurting 
vessel should be tied; venous bleeding, while some- 
times free, will stop as soon as the operation is com- 
pleted. 

Healing is more rapid and stricture and contrac- 
tion are prevented if the longitudinal incision is 
sutured transversely. An extensive removal of 
subcutaneous tissue when operating for hemor- 
rhoids is a frequent cause of contraction, therefore 
the base of the ligature should be as narrow as pos- 
sible and at the same time safely secure the blood 
supply. As much mucous membrane as possible 
should be left between the ligatures. It promotes 
healing, the patient is more comfortable, the bowels 
move easier and contraction and stricture are pre- 
vented. 

The clamp and suture method: The pile is 
grasped in the long axis of the bowel with a long 
narrow-bladed clamp (one with slight serrations 
to prevent slipping is to be preferred), care being 
observed to always close the blades just within the 
mucocutaneous margin. The inclusion of skin or 
muscle within the suture is the most frequent source 
of pain following these operations. With scissors 
the pile is cut off, leaving about one-tenth inch of 
pedicle, just enough to insure the hold of the clamp. 
A suture of chromic catgut, linen or silk is 
threaded into a fine round curved needle. The 
suture is begun and tied just above the upper end 
of the clamp to secure the hemorrhoidal artery, then 
continued as a continuous suture around the clamp 
until the lowest end of the pile is reached when the 
clamp is removed and the suture tightened and tied. 

The Earle operation has the same indications as 
the Whitehead with the advantage of being quicker 
and less bloody. It is similar to the method just 


described except that the suture line is transverse. 
The pile is grasped with a hemorrhoid forceps or 
volsellum and pulled down while the Earle clamp is 
applied, the hemorrhoid is cut off and a continuous 
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suture of chromic catgut passed through the pedicle 
under the clamp. The suturing completed, remove 
the clamp, tighten and tie suture. The procedure 
is then repeated on the opposite side and the opera- 
tion is completed. 

Another clamp and suture method is to use a 
suture with a needle on each end. After the first 
knot is tied, as in the first clamp and suture method, 
the needles are passed through the pedicle, over the 
clamp, and tied in a reef knot each time they cross. 
The sutures must not be tied too tight. This gives 
more accurate approximation than the other clamp 
methods, but requires more time and is not so easy 
with cocaine anesthesia as when the clamp is ap- 
plied in the axis of the rectum. 

The clamp and cautery method is cumbersome 
and not adapted to local anesthesia; besides, the 
heat tends to radiate beyond the anesthetized area 
and cause pain. Jacobson says the cautery opera- 
tion is more painful and uncertain than any other 
method of radical treatment. 

The bowels carefully prepared before operation, 
should be allowed to rest for four or five days, when 
a dose of castor oil, or a saline cathartic is admin- 
istered. When the bowels feel inclined to move 
give an enema of olive oil to make the action pain- 
less. 

When more than one pile has been removed it is 
advisable to insert a small rubber tube covered with 
gauze well lubricated with vaseline. The tube is 
left in one or two days and prevents gas accumula- 
tion in the lower bowel. This dressing is easily 
held in position by a “T” bandage. 

The after-treatment consists in administering an 
intestinal antiseptic to prevent gas formation, bath- 
ing the parts with warm water and the daily appli- 
cation of carbolized vaseline or vaseline and ich- 
thyol through a pile tube. The use of supposi- 
tories is very seldom required. Hot perineal com- 
presses will often relieve the pain and spasmodic 
retention of urine that sometimes follow the more 
severe hemorrhoid operations, and is due to irrita- 
tion and involuntary contractions of the sphincter 
muscle. 

Urea and quinine is sometimes employed as a 
local anesthetic for rectal work because of the pro- 
longed analgesia that usually lasts for several days 
following the operation. It should be used in one- 
fifth to one-half per cent. solution. The anesthesia 
appears much slower than the cocaine and there is 
considerable infiltration of the tissues that does not 
occur with cocaine, and consequently the healing is 
not so rapid. 
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SURGICAL ESSENTIALS. 
Freperick-Emit Neer, B.S., M.L., M.D., 
NEW YORK CITY. 


THE COURSE OF THE OPERATION. 

Orderly procedure calls for the definite division 
of labor at an operation. It helps to save time and 
to conserve the surgeon’s energy for the more vital 
phases of his work. It is not an easy matter to 
train assistants and to operate at the same time. 
However, it lies in the nature of everyday practise, 
the men unacquainted with each other’s peculiari- 
ties, occasionally have to work together. In gen- 
eral, there ought to be a clear understanding be- 
forehand about the division of labor at the opera- 
tion. The surgeon who makes the plan for treat- 
ment and executes the operation at once assumes 
the undivided responsibility for the physical well- 
being of his patient, and whatever be the individual 
plan in the work assigned to those who help him, 
it must necessarily be subservient to his own. 

The surgical assistant exposes the structures so 
as to make them accessible, and assists the operator 
directly at every step. When it becomes necessary 
to retain exposure for a longer period, a second 
assistant, or in his absence, the nurse at the instru- 
ment table, assumes this function. Thus the first 
assistant’s hands are left free to work with the 
surgeon. In operations on-the spine, or in trans- 
thoracic surgery, where the interfering structures 
are relatively inelastic and rigid, it may be practical 
to substitute self-retaining retractors for one of the 
assistants, but in most cases there is no device which 
can hold and guide the retractor as well as the 
human hand. 

Since the plan of procedure is properly formu- 
lated by the surgeon on whom all the responsibility 
for the success or failure of the undertaking de- 
volves, the assistant should not consider it within 
his sphere to suggest. Sometimes there are brief 
periods of relaxation during a tedious operation 
when the surgeon ceases for the moment to exer- 
cise his critical judgment in the usual way. Per- 
haps he has been under a continued strain from 
previous cases, or is exhausted in body and mind 
from night-work and lack of sleep. At such a 
juncture, he may spontaneously give expression to 
his indecision, and a mature assistant may do much 
to aid him. Notwithstanding this, it is an impress 
of good training, to offer no suggestions, however 
temting the situation may be, unless these are so- 
licited, and then only with the greatest caution and 
reserve. Of all concerned in the operation, it is 
the surgeon pre-eminently, whose conception of the 
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condition which presents itself, is apt to be most 
profound, and: who, while executing the work, 
alone is in a position to folow every phase of the 
situation. It is for him, therefore, and not for his 
assistants, to decide, what is to be done at a chriti- 
cal turn. Indeed, the psychology—the mental 


processes—during an operation ought to be of prac- — 


tical interest. Most of us have experienced the 
fact that in a time of indecision, the mind may be 
unduly receptive to an extraneous idea—a plan is 
quickly adopted without passing the usual muster. 
When the operation is over, an afterthought, brings 


with it the realization that an error in judgment has | 


been made. 

The experienced operating room nurse, in a 
measure, anticipates the surgeon. Needles are 
threaded beforehand, and the instruments are ar- 
ranged on the instrument table according to some 
logical scheme to which she has accustomed her- 
self. For instance, she may separate into groups. 

(1) Instruments for the grasping of structures 
and exposure of the field: tissue forceps, tenacula, 
volsella, retractors. 

(2) Instruments for the division of tissue: 
scalpels, scissors, saws, bone chisels and malet, 
rongeur forceps. 

(3) Instruments for the clamping of blood 
vessels, or hollow organs: hemostatics, clamps for 
the stomach, bowel, broad ligament. 

(4) Instruments for tissue-repairs needles, 
needle-holders and suture material; Michel’s skin 
clamps; drills and wire; Lane’s plates. 

It is the technical part of the operation which 
consists of exposing, cutting, clamping and repair- 
ing, to which her attention is directed. She groups 
the acts of the surgeon under these headings as she 
selects the instruments which are to be held in 
radiness for a particular stp. Thus, for example, 
the initial incision is preceded by draping and the 
application of towel clamps; then a scalpel and two 
sharp retractors. Bleeding, which follows, de- 
mands sponges and hemostatics; subsequently, cat- 
gut and scissors. In this way each act of the 
surgeon throughout the operation evokes an intelli- 
gent response on the part of the nurse. The in- 
struments which are immediately necessary are kept 
on the Hartley table within his easy reach, and 
those which become unnecessary are promptly re- 
moved. 


The: family physician is often present at the op-— 


eration, His correct function, as a rule, is not that 
of a surgical assistant, but more properly that of a 
medical consultant. His concrete impressions of 
the chief complaints of the patient, his. accurate 


knowledge of her debilities, idiosyncrasies, and her 
recuperative powers under various conditions, all 
may be of value to the surgeon in determining his 
plan. The presence of many consultants, on the 
other hand, should scarcely ever be indicated. Many 
of us have seen this prove to be an embarrassing 
complication. The extraneous influences which are 
thus added, serve merely to distract the surgeon and 
may, to the patient’s disadvantage, sway him from 
his wonted course. Besides, opinions differ in re- 
gard to details of personal experience; many con- 
sultants are like many clocks—they never agree. 
In dividing tissues and separating structures from 
each other, it is not to be overlooked that the more 
extensive the surgical trauma inflicted, the greater 
will be the demand upon the organism in the subse- 
quent process of healing. When the separation of 
layers or the isolation of vessels, nerves and other 
structures can be avoided, it is usually in point to do 
so. In this sense a good dissection becomes a 
faulty operation. The same principle applies to 
some of the steps in various operations which are 
commonly practised. In the case of an inguinal 
hernia in the male subject, demonstration of the 
individual structures of the cord by dissection is of 
questionable advantage in securing ideal healing 
and a permanent result. In radical operations on 
the womb or pelvic organs it is a technical error to 
isolate the ureter needlessly from its bed. Why, 
lay bare nerves and vessels more than this must be, 
when the healing process inevitably calls for some 
scar-formation about these delicate organs? 
When a deep blood vessel has to be tied it is a 
simple matter to transfix the suture. This precau- 
tion ought always to be taken against the possible 
slipping or dislodgment of such a ligature. Tying 
vessels en masse is unsurgical; the hemostasis is 
imperfect, the grasp of the ligature insecure. Thus, 
many accidents from postoperative hemorrhage 
have at one time followed the employment of Tait’s 
figure-of-eight knot in salpingo-oophorectomy. 
Marked bowel distention may prove to be quite 
an encumbrance on account of its interference with 
retraction and exposure. It occurs not only in peri- 
tonitis—that is, in inflammatory conditions, but as 
well, without actual inflammation, for example, 
after internal hemorrhage. Of course, no effort on 
the part of the anesthetist will relieve the difficulty. 


_ It calls for adequate posture of the patient.and care- 


ful walling of the bowel to prevent its. continuous 
prolapse into the wound. Retraction should always 
be gentle and elastic. Organs like the brain or 
liver require particular care. Nerves should not be 
caught with the ordinary thumb-forceps, but cau- 
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tiously drawn aside by means of a small hook or 
held with what might be called an embracing for- 
ceps—a small thumb-forceps with thin blades which 
are bent slightly at the end so that a structure can 
be picked up by embracing it, but without contus- 
ing it. 

Finally, surgical wounds which have been in- 
flicted must be repaired. The needle which is most 
universally useful is curved; its curve corresponds 
to one-half of a circle. Its size might be rationally 
indicated by the length of its chord—in other words, 
the distance between the point and the eye. Much of 
the work in surgery has to be executed within nar- 
row confines where a needle with a shalow curve, 
for instance, a quarter-circle, or less still, a straight 
needle is awkward to introduce and to deliver dur- 
ing the application of the suture. The path tra- 
versed by the semicircular needle, on the contrary, 
corresponds to the natural turn of the hand and 
wrist, and the needle enters the tissue planes and 
emerges from them in a vertical direction. A con- 
spicuous exception may occasionally be the long 
straight needle with a round body, which is some- 
times advantageous in the rapid suture of stomach 
or bowel. The needle is manipviated by the fingers 
without the aid of a needle-holder.. It can be used 
conveniently where these organs can be lifted out 
of the abdomen to obtain ample working-room. 
Furthermore, some very skillful technicians use a 
“half-curved” mneedle—a straight needle with a 
curved point—for the anastomosis of blood vessels. 
The curved end facilitates the engagement and de- 
livery of the point, while, with sufficient practise, 
the straight end makes quite dexterous manipula- 
tion possible with the fingers. 

The semicircular needle is always to be chosen 
for routine work, but whether it is to be round- 
bodied, or whether it should have a cutting edge, 
depends on the nature of the structures to be united. 
If one were guided by theoretical considerations 
alone, the round-bodied needle might be given the 
preference, because where it can be used it appears 
to subject the tissues to the smallest amount of 
traumatism ; it penetrates by separating rather than 
by cutting them. In practise, however, there are 
salient objections to it. Round-bodied needles can 
be carried through dense structures only with con- 
siderable difficulty, and often at the risk of break- 
ing the needle. Besides, there is the additional dis- 
advantage that the smooth round body easily ro- 
tates within the jaws of the needle-holder, unless 
the latter is supplied with a catch. The usefulness 
of round-bodied needles, on this account, extends 
but rarely beyond the repair of surgical wounds of 


the stomach or bowel, or of a tear or cut in a paren- 
chymatous organ. For the great mass of plastic 
surgery it is best to select needles with a cutting 
edge. Probably the most useful of all, are those 
which are quadrangular towards the eye where the 
needle-holder grasps them, but triangular, with a 
cutting edge and bayonet point in the engaging 
portion—semicircular needles with bayonet points. 
The so-called sinus needles have flat bodies; they 
slit the tissues easily, and are readily broken during 
sewing manoeuvres, because the strain is directed 
against the shorter and weaker axis of their bodies. 
Conversely the curved Hagedorn needle is flattened 
from side to side, the longer axis of its body is 
sufficient to resist the bending strain put upon it 
in suturing, so that it is seldom broken, but it is not 
well adapted for use in a plain needle-holder. 

Bacteria carried from the skin to deeper layers 
cannot readily form colonies in contact with the 
living tissue. In stagnation fluids when proper 
tissue apposition is neglected and so-called “dead 
spaces” are left in the wound, there are presented 
all the conditions favorable to their growth. It is 
because blood and tissue-lymph are excellent culture 
media for pathogenic organisms, that their accumu- 
lation in healing wounds should be scrupulously 
avoided.. This is why in wounds of the abdominal 
wall, when the panniculus adiposus is well de- 
veloped, gaps in the fatty layer must always be 
closed. For similar reasons after radical operation 
for cancer of the breast a drain is inserted into the 
most dependent portion of the axilla when the pyra- 
midal space left after operation cannot be oblit- 
erated by suture, or by the use of an axillary pad. 
In inguinal and femoral hernias, drains are no 
longer used, because the spica, when snugly ap- 
plied, efficiently coapts the fascial strata. 

The session in the operating theatre may bring 
with it untoward events. An occurrence such as 
the fainting of a nurse or an assistant shovl! not 
be allowed to upset the strict regime. It is unwise, 
especially for a novice to attempt the strenuous task 
which an operation imposes on everyone concerned, 
with a fasting stomach or a considerable burden 
of clothes. If one of those in attendance requires 
attention this should be given without, at the same 
time, violating the asepsis. In complications, in the 
course of the anesthesia, such as collapse, be it 
cardiac or respiratory, the first thought is always 
to rid the patient of the residual anesthetic by 
prompt artificial respiration, while the surgeon pro- 
tects the operating field at once with a sterile towel. 
The manoeuvres are executed by grasping both 
forearms of the patient near the elbow and extend- 
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ing them over the head. After a brief pause they 
are again returned to the side of the chest to pro- 
duce a forcible expiration. This should he done 
rhythmically and at about the rate of natural breath- 
ing. The anesthetist must see thet tne tongue is 
forward and no impediment exists in the upper 
air-passages. 

In working in the peritoneal cavity the best 
prophylaxis against general contamination of the 
peritoneum consists in the thorough walling off of 
the suspicious focus by means of gauze. Should an 
effusion of septic material take place, its escape into 
the peritoneal cavity is effectually barred. Small 
sponges ought rarely to be used; when a strip of 
gauze cannot replace them they should be fed to the 
forceps by the nurse, one by one, so that two of 
them cannot be picked up at once, the one being re- 
turned, while the other is lost in the wound. 

A large vessel may be cut or torn while operating. 
The pedicle of the right kidney is rather short and 
may be injured while delivering the kidney through 
a lumbar incision. A profuse hemorrhage may oc- 
cur from the renal vein, the wound is at once 
flooded with blood so that nothing can be seen. 
Counter pressure with the hand from the front, and 
a large tampon of gauze packed tightly into the bot- 
tom of the wound may be the only alternative. An 
intravenous infusion of physiological saline may 
have to be immediately started and little or no anes- 
thetic must be administered for the time being. 

Generally speaking, death during a serious opera- 
tion in an enfeebled patient, is not sudden, but 
gradual. The anesthetist discovers the progressive 
failing in vitality, and such an indication should be 
promptly announced. Sudden death during opera- 
tions, however, may occasionally occur, for instance, 
as the result of air embolism. The aspiration of 
air is most likely to take place through wounds in 
the larger venous trunks in the proximity of the 
heart, because, in these, during the act of inspira- 
tion, the pressure becomes decidedly negative. 
Sometimes, indeed, the aspiration of air is followed 
by dilatation of the pupil and the breathing becomes 
labored, but the patient subsequently recovers. At 
all events, in such an emergency, instant recourse 
should be had to forcible artificial expiration. 

1041 Mapison AVENUE. 


If combined with a little patience, careful local- 
ization of a foreign body and a nice operation will 
lead to success; unless combined with a great deal 
of luck, haphazard localization and a haphazard 
operation will lead to disappointment and disfig- 
urement. 


A RESUME OF THE TREATMENT OF 
INFERTILITAS FEMININIS. 
“Q. W. Hunter, M.D.,” 
LOUISVILLE, KY. 


In previous dissertations* I advanced the claim 
that the normal and healthy female can but infre- 
quently be held primarily accountable for infer- 
tility in vinculum matrimonii, and that if she re- 
main childless it is more often than otherwise (a) 
because of wilful and deliberate destruction of the 
product of conception with or without the aid of 
the criminal abortionist, (b) because of her having 
been infected with specific urethrorrhea by her hus- 
band, and thus rendered sterile, or (c) because of 
infertility on part of the husband due to disease, 
malformation or incompetency. However, there is 
an inconsiderable number of instances in which 
feminine infertility is due to other obvious or ob- 
scure demonstrable causes, and in this instalment 
I shall briefly review the treatment in such cases. 

The most rational treatment of feminine infer- 
tility may be medical or surgical, simple or compli- 
cated, successful or unavailing, depending largely 
upon what may be the actual determining causative 
factor thereof. In every instance where a child- 
less married woman is apparently healthy, and 
where there is no obvious malformation or imper- 
fection of tht genitalia to explain the infertility, 
the husband should be subjected to rigid examina- 
tion and minute inquiry before reaching the de- 
cision that the female is primarily responsible. As 
suggested in previous articles, infertility is correctly 
attributable to the male in a greater percentage of 
cases than most observers have heretofore appeared 
willing to admit. 

Where a normal and healthy married woman 
who has not passed the child-bearing period of life 
desires offspring, and yet remains infertile, if it be 
not due to sterility of the male or venereal infec- 
tion, one or more of the following factors must be 
considered : 

(1) Congenital absence of the essential partes 
generationis. 

(2) Malformation or imperfection, congenital 
or acquired. 

(3) Constitutional disorders inducing ovarian 
inactivity. 

(4) Obstruction of the genital tract from ex- 
traneous causes. 

(5) Vaginismus, 
coitus. 


or hyperesthesia preclude 


*See recent issues of the AMERICAN JOURNAL oF SuRGERY. 
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(6) Local diseases implicating the genital or- 
gans. 
I am fully aware that the foregoing classification 


of causative factors in feminine infertility is not in — 


accord with the expressed views of other observ- 
ers, nor does the list embrace all the known de- 
termining or predisposing causes in detail, yet it is 
sufficient for the present purpose. 

(1) Where there is congenital absence of all 
the generative organs of course infertility is posi- 
tive and irrevocable. If there exist one healthy 
functionating ovary and patulous Fallopian tube, 
with normal uterus and vagina, the woman is not 
necessarily infertile. Likewise after surgical re- 
moval of the adnexa of one side, fertility usually 
remains unaffected provided the ovary and tube on 
the opposite side functionate normally. Successful 
ovarian transplantation following surgical removal 
has a few times been reported, the transplanted 
ovaries functionating normally, and, according to 
the reports, conception supervened and was fol- 
lowed by normal childbirth. If there exist no 
uterus, even if the other sexual organs are present 
and normal, of course pregnancy is impossible. I 
might add, in this connection, that several instances 
have been recorded where pregnancy occurred in 
females whose ovaries were said to have been com- 
pletely extirpated, the Fallopian tubes having been 
“tied off close to the uterus.” Obviously the ex- 
planation of such seeming impossibilities is either 
(a) that the surgeon was grossly mistaken as to 
the structures removed, or (b) that there existed a 
functionating supernumerary ovary with a patulous 
oviduct. 

If there be atresia or imperfection of the vagina, 
with normal uterus, tubes and ovaries, by the in- 
telligent application of modern plastic surgery a 
practically normal vagina may be constructed. 
Such cases have been recorded by Baldwin and 
others. 

(2) The heading, malformation and imperfec- 
tion, embraces a large variety of conditions. There 
may be an incomplete or atresic vagina, as already 
noted, which is occasionally amenable to surgical 
treatment. Infantile or atrophic uterus with con- 
sequent abnormality of the endometrium usually 
renders the woman permanently infertile, even 
though the remainder of the genitalia may be nor- 
mal in appearance and function. So far as I know, 
no method of treatment thus far suggested for in- 
jertility due to infantile uterus has been productive 
of favorable results. ; 

The ovaries and tubes may be imperfect or in- 


complete from arrested development, and the wo- 
man be infertile in consequence. Apparently little 
good has been accomplished by any method of 
treatment under such circumstances. Acquired 
imperfection of the vagina may result from de- 
structive injury, likewise from surgery in attempted 
cure of local disease, the removal of neoplasms, 
etc. Ordinarily such acquired imperfections are 
distinctly amenable to appropriate treatment by 
plastic surgery. 

Much has been written at various times concern- 
ing the role of the persistent hymen in the produc- 
tion of infertility. Many of the observations in this 
connection must have been based upon erroneous 
premises, since it is now well known that impreg- 
nation occurs notwithstanding the presence of a 
persistent, abnormally thick and leathery hymen 
permitting but slight intromission, and it has also 
followed attempted coitus where there was no 
actual penetration, the hymen being found unrup- 
tured at delivery. However, where a persistent 
hymen interferes with consummation of the copu- 
lative act, as not infrequently happens, it should be 
incised. 

Infertility may be the result of mechanical sepa- 
ration of the ovaries and tubal fimbriz from ad- 
hesions or otherwise, making it impossible for the 
extruded ova to migrate toward the uterus to be 
fructified by the sperm cell. Such a condition can- 
not, however, be definitely determined nor cor- 
rected unless the abdomen be incised, which is 
practically unjustifiable in the absence of indica- 
tions other than infertility demanding operative in- 
tervention. 

Where there exists an abnormally elongated and 
enlarged cervix with a short vagina, or an exceed- 
ingly short cervix with an elongated vagina, infer- 
tility may result, since the spermatozoa are de- 
posited at such great distance from the os externum 
that they fail to gain admittance thereto. Ampu- 
tation of the elongated cervix has been practised 
many times, with varying degrees of success in re- 
lation to the existing infertility. Abnormally short 
cervix is a comparatively rare anomaly, and I know 
of no method of treatment by which it may be re- 
stored to the proper length. 

An unusually large or markedly prolapsed uterus 
may produce acute angulation and consequent oc- 
clusion of the cervical canal, and thus induce in- 
f. rtility. Restoration and maintenance of the 
uterus in its normal position of slight anteflexion 
by mechanical or other means, thus overcoming the 


angulation and restoring the cervical lumen, may 
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result in cure. A bifurcated uterus does not neces- 
sarily mean that the woman is infertile, but when 
the cervix is divided the lumen may be occluded 
or rendered so tortuous that the spermatozoa are 
unable to migrate to the uterus. It may be ad- 
visable in certain cases to surgically divide the 
cervical septum, thus producing a patulous canal. 

Where there is an exceedingly large vagina with 
extreme laxity of its walls, infertility may be pro- 
duced, since the immediate outflow of the seminal 
fluid is thereby facilitated, the spermatozoa failing 
to reach the os externum. Plastic surgery has been 
recommended and occasionally practised under such 
circumstances in an attempt to restore the vagina 
to about normal size, but the results have not been 
sufficiently encouraging to accord the operation any 
prominence. The knee-chest position during coitus 
has also been suggested in order to prevent the 
seminal fluid escaping too quickly from the vaginal 
fornices. This scheme has been eminently success- 
ful, resulting in prompt impregnation in a number 
of instances, and seems worthy of universal recom- 
mendation, especially as it involves no risk to the 
female. 

(3) While heretofore too much emphasis has 
been placed upon constitutional disorders in rela- 
tion to infertility, it is admitted that any debilitat- 
ing affection which impoverishes the system and de- 
pletes vital energy may interfere with ovulation 
and thus constitute a causative factor. General 
tuberculosis, anemia and obesity have been fre- 
quently mentioned as prolific causes of infertility. 
The writer believes, however, that the views of 
previous authors in this connection have not been 
entirely borne out by the facts, especially concern- 
ing general tuberculosis. Clinical observation has 
shown that persons of either sex the subjects of 
phthisis pulmonalis remain fertile practically until 
dissolution takes place unless rendered sterile from 
other cause. Anemia, chlorosis and obesity may 
have some remote etiological relationship to infer- 
tility. Contrary to the opinions of most observers, 
syphilis has little influence upon the powers of re- 
production. Scarlet fever, measles, typhoid fever 
and other general diseases have been accredited 
with the production of infertility, but I seriously 
doubt whether the observers were correct in their 
deductions. It is more reasonable to suppose that 
in many such instances the true explanation was 
to be found in infertility or incompetency of ‘the 
male. 

It need scarcely be suggested that if any general 
disease be present, which it is believed may have 
even a remote relationship to the infertility, it 


A 
should be accorded appropriate treatment. And, of 


course, this statement is equally true in the absence 
of infertility. 

(4) Pressure from vaginal neoplasms may 
cause mechanical obstruction of the vulva, likewise 
tumors of the cervix, uterus and Fallopian tubes 
may induce temporary or permanent infertility. 
Extraneous growths involving the vagina and cer- 
vix usually preclude coitus because of pain due to ob- 
struction. Pelvic neoplasms impinging upon the tubes 
may obstruct the lumen thereof and prevent descent 
of the extruded ova. Pressure upon the ovaries 
from similar cause may bring about dislocation or 
prolapse thereof, or may interfere with the process 
of ovulation. If sufficient pressure be exerted upon 
the cervix, the resulting stenosis may arrest ascent 
of the spermatozoa, and the presence of uterine, 
pelvic or cervical neoplasms may so change the 
position of the os externum as to prevent the en- 
trance of the spermatozoa. Rectocele and cystocele 
following extensive laceration or destructive peri- 
neal injury may induce infertility by forcing the 
seminal fluid from the vaginal fornices. 

It naturally follows that removal of the cause of 
pressure where such exists, i.e., extirpation of the 
offending neoplasm, is the most appropriate treat- 
ment. Surgery, plastic or otherwise, is applicable 
to all the examples classified or mentioned under 
this heading, and favorable results may reasonably 
be expected to accrue therefrom. 

(5) It sorhetimes happens that there exists 
marked hyperesthesia of the external genitalia, and 
coitus is impossible, even the touch of the examin- 
ing finger inducing intense contraction of the con- 
strictor vagine, the levator and the perineal 
muscles, thus effectually closing the vulva. This 
phenomenon in some instances is attributable to 
mental effect alone, i.e., it may be due to extreme 
aversion of the female to coitus, and fright may 
induce similar result. It is purely a spasmodic con- 
dition which is denominated vaginismus or vulvis- 
mus, and the woman so afflicted is perforce infer- 
tile since normal coitus is impossible until by ade- 
quate treatment or otherwise the hyperesthesia and 
contraction are overcome. Among other causes of 
vaginismus may be mentioned fissures about the 
hymen, eczema and erosions of the vulva, the latter 
exposing the sensitive vaginal papille. 

The treatment of this variety of infertility is 
oftentimes extremely unsatisfactory. Where the 
vaginismus is due to cutaneous vulvar lesions, 
curettage of the affected area followed by applica- 
tions of silver nitrate solution will occasionally 
Some observers prefer the introduc- 


effect a cure. 
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tion of a bougie which is to be worn until the vagina 
becomes accustomed to the presence of a foreign 
body and also becomes gradually dilated thereby. 
However, in some instances no known method of 
treatment seems to have beneficial effect. An in- 
teresting extreme example of this kind was cited 
in a previous address (q. v.). Sexual intercourse 
between the husband and wife, the latter being anes- 
thetized, has been recommended as a dernier ressort, 
but even this may have no permanent effect upon 
the hyperesthesia, which may persist indefinitely. 

(6) Last and most important is local disease 
implicating the genitalia from the vulva to and in- 
cluding the ovaries. Separation of the tubal fim- 
briz and the ovaries by adhesions has already been 
mentioned. In the presence of acute or chronic 
oophoritis, normal ovulation is practically impos- 
sible. If the ovaries be healthy and ovulation nor- 
mally performed, if there exist tubal obstruction 
from salpingitis, pyosalpinx or hydrosalpinx, the 
extruded ova are prevented from reaching the 
uterine cavity to be impregnated. Tubal inflamma- 
tion may not only cause obstruction, but may so 
change the secretions as to cause destruction of the 
ova or spermatozoa. The tubal cilia may also be 
so altered by inflammatory action that the ova re- 
ceive no assistance therefrom in their attempted 
migration toward the uterus and are consequently 
destroyed en route. 

The simple forms of endometritis are not en- 
titled to the serious consideration heretofore ac- 
credited thereto in relation to the production of 
infertility. It is well known that conception not 
infrequently occurs despite the presence of appar- 
ently well marked disease of the endometrium. 
However, in chronic endometritis, owing to decided 
alteration in the character of the uterine secretion 
the result of pathological changes in the endome- 
trium, destruction of the ova and spermatozoa, may 
unquestionably be produced. Where it has been 
definitely determined that infertility is due to en- 
dometritis, a cure can be promised in the majority 
of instances by the application of appropriate treat- 
ment. And before resorting to uterine curettage, 
the method of treatment which is usually primarily 
recommended and practised under such circum- 
stances, the writer would suggest a thorough trial 
.of less radical means, viz.: soothing and antiseptic 
applications to the endometrium followed by care- 
ful tamponade. There are so many remedial 
agents which may be utilized in this form of treat- 
ment, all of which have their indications, limita- 
tions and contraindications, that the enumeration 
-thereof seems unnecessary. Electricity is also 


worthy of extended trial, as it has proven beneficial 
in some instances. As previously intimated, uterine 
curettage is not without danger, especially where 
the walls of the uterus have become thinned and 
softened by long continued disease, and perfora- 
tion thereof by too vigorous application of the 
curette is possible even in skilled hands. 

Cervicitis and simple (so-called) vaginitis rarely 
cause infertility, contrary to the generally accepted 
opinion. Occasionally excessive cervical secretion 
may mechanically prevent the spermatozoa from 
entering the os externum, and the character of the 
secretion may sometimes be so altered as to destroy 
or markedly inhibit the motility of the sperm cells. 
In the opinion of the writer, however, these are 
more frequently mentioned as physical possibilities 
than clinical realities. Cervical obstruction from 
the so-called plug of mucus, prominently mentioned 
by a few authors as a cause of infertility, is not 
entitled to serious consideration. Leucorrhea has 
a!so been accorded too great importance in this con- 
nection, the simple form of the disorder offering 
no permanent bar to conception. When the dis- 
charge becomes profuse and exceedingly acrid, the 
spermatozoa may be thereby destroyed. 

The treatment of vaginitis, cervicitis and leucor- 
rhea consists in the local application of cleansing, 
antiseptic astringent agents as may be indicated. 
In some cases drying powders followed by careful 
tamponment induce the best results. By persistent 
treatment a cure may be expected in the vast ma- 
jority of instances. 

Specific vagino-urethrorrhea (gonorrhea of other 
authors) is the most prolific local causative factor 
in the production of feminine infertility. This re- 
sult is due not so much to change in character of 
the vaginal secretion, as to ascending infection im- 
plicating the uterus, Fallopian tubes and ovaries— 
producing purulent endometritis, salpingitis, tubal 
obstruction and oophoritis. When the uterus be- 
comes involved, the woman is usually infertile, and 
after the tubes and ovaries are implicated she is 
rendered irrevocably so. It has been estimated that 
the major portion of the operative work of gyne- 
cologists is made necessary by the complications and 
sequel of specific vagino-urethrorrhea. In a large 
percentage of cases of this character, the husband 
no doubt infects his wife innocently, i.e., his previ- 
ous specific urethrorrhea had been treated and 
presumably cured. It is interesting to note that the 
disease in the male occasionally assumes a so-called 
latent form, or even apparently entirely disappears, 
only to later under proper stimulation again become 
virulent and infective. This fact affords the most 
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reasonable explanation of the so-called “one child 
sterility” which is frequently observed.” 

The treatment of feminine infertility having its 
origin in the complications and sequelz of specific 
vagino-urethrorrhea is for the most part unsatis- 
factory and unavailing, since more often than other- 
wise it implies surgical extirpation of the ovaries 
and Fallopian tubes ; hence a woman rendered infer- 
tile from venereal infection must necessarily remain 
so until the end of the chapter. 


THE PRE-OPERATIVE TREATMENT OF 
ACUTE ABDOMINAL LESIONS. 
Francis CAMPBELL, M.D., 

BROOKLYN, N. Y. 


The purpose of this paper is to discuss not the 
operative treatment of acute abdominal lesions, but 
the management of these lesions during the period 
in which they are treated by the family physician 
and up to the time of operation. The operative 
treatment has been thoroughly discussed, is well 
established and is generally appreciated. About 
the pre-operative treatment there is much to be 
taught, more to be appreciated and most to be 
appropriated. 

The well recognized dictum that the prognosis 
of acute abdominal lesions depends upon early 
operation cannot be challenged; but in spite of 
this there is another factor to be reckoned with, 
which has an important bearing upon the mortal- 
ity of cases that come even to early operation. 
These cases are first seen and treated by the family 
physician before the surgeon is called in. It is 
this pre-operative treatment that influences the 
prognosis, and which, if not wisely administered, 
may contribute to a fatal result in spite of early 
operation. To illustrate our subject more con- 
cretely let us take three common acute abdominal 
lesions as types of the general conditions which 
are under consideration, and to which we shall 
from time to time refer, viz.: Perforating duo- 
denal ulcer, acute appendicitis and acute intestinal 
obstruction. 

In any one of these types of lesion the aim from 
the very beginning should be either prevention of 
the spread of the inflammatory focus beyond its 
initial site, or prevention of further mechanical 
complications in obstructive lesions of the bowel. 
What part does the pre-operative treatment play in 
accomplishing this result? 

Let us answer this question by considering the 
peritoneal cavity from the viewpoint of function. 

The adaptation of structure to function is admir- 


ably shown wherever there is motion between 
tissue surfaces, whether it be bone, or tendon, or 
viscus. They ‘are all structurally joints—the op- 
posing surfaces are covered with a serous mem- 
brane moistened by a lubricating fluid. The thorax 
and the peritoneal cavity must be regarded as also 
structural joints, for the reason that their func- 
tion implies motion. The larger portion of the 
abdominal cavity is occupied by the movable vis- 
cera—the gastro-intestinal tube. The function of 
the digestive tube necessitates activity, it must 
propel the food from one region of digestion and 
absorption to another, and finally discharge the 
waste. This function of the digestive tube is per- 
formed by means of peristalsis, an alternate wave- 
like contraction and relaxation of the gut which 
constitutes its characteristic mechanical activity. 
It is just this mechanical activity of the gut which 
plays the important rdle in disseminating inflam- 
matory foci, and complicating obstructive lesions. 

It is just this mechanical activity that the pre- 
operative treatment can either increase or inhibit, 
and thus complicate or improve the prognosis. 

Consider for a moment how peristalsis is stimu- 
lated. Peristalsis is normally stimulated by the 
introduction of food into the stomach, and the 
peristaltic wave thus started propels the food 
through the different intestinal regions, until the 
fecal residue is finally discharged into the sigmoid 
colon. 
Peristalsis is abnormally stimulated by the ad- 
ministration of cathartics. Their effectiveness is 
due to the excessive peristalsis, and the abundant. 
secretion which they excite. Thus it will be ob- 
served that peristaltic movement is stimulated 
either by the introduction of food, or the adminis- 
tration of cathartics. 

Now look at the pathological picture of acute 
abdominal lesions and note how nature by force 
of example endeavors to suggest their rational 
treatment. 

In any of the three types of acute abdominal 
lesions already cited nature seeks perfect rest for 
the abdominal contents; first, by the rigid abdomen, 
which forms a muscular splint about the inflamed 
viscera; second, by nausea and vomiting she seeks. 
to prevent the taking of food and to expel the food 
already present (an empty intestinal tube is the 
end desired) ; third, by diminished peristalsis the: 
required rest is obtained, so that nature may ac- 
complish her work of restitution. All this nature 
will attempt to do when not handicapped by vicious 
interference. Numerous instances might be cited 
of how nature conserves the welfare of the indi- 
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vidual by an automatic suspension of function, in 
order that repair may be facilitated. For example: 
Consider the beautiful experiment of Cannon and 
Murphy, in which they showed “when the jejunum 
is cut across near the upper end and then sutured, 
that the pylorus remains tightly closed for about 
six hours, until such time as firm cementing of the 
wound has taken place.” Again, an inflamed 
joint is held in a state of rest by the rigidity of the 
muscles which normally move it, and the inflamed 
surfaces are kept apart by the effusion or excess 
of synovial fluid. The same analogy applies in 
pleurisy. All this emphasizes the fundamental 
principle of rest for all inflamed tissues, and this 
is the basic principle in the pre-operative treatment 
of all acute abdominal lesions. There is no doubt 
but that the partial success of the former opium 
treatment of peritonitis was due to the fact that by 
this means the bowel was temporarily put in a 
medicinal splint, and thus was secured the rest 
required for nature to repair the lesion. 

If our premise is correct, then, that rest is the 
pre-operative treatment of all acute abdominal 
lesions, to what extent is this fact appreciated and 
the principle applied? It is not an exaggeration to 
state that it is the rarest thing for a surgeon to see 
a patient with an acute abdominal lesion who has 
not already received a brisk cathartic and is not 
receiving nourishment by mouth. Only recently I 
operated upon a case of perforating duodenal ulcer 
in which remnants of the cathartic were detected 
in the abdominal cavity—the outcome was fatal. 
Every surgeon of large experience approaches with 
trepidation the cases of intestinal obstruction sent 
into the hospital, because he is quite sure they are 
late cases, and that they have been subjected to a 
course of cathartics that complicate the situation 
by adding to the obstructed bowel a very toxic 
condition. 

A true intestinal obstruction is never relieved by 
cathartics, it is only complicated, for the increased 
peristalsis only increases the mechanical pressure 
above the point of obstruction; the intestines 
flooded with fecal material above the constriction 
lose their tonicity and become permeable to the 
passage of septic organisms. A Ochsner observes, 
the mortality is four times as great in cases that 
have received cathartics as in those that have re- 
ceived none. 

We are quite sure that in many cases acute local- 
ized appendicular inflammation has become dif- 
fused through excessive peristalsis, due to the 
vicious employment of cathartics and the introduc- 
tion of food. 

The aim of all pre-operative treatment should be 


to place the intestines at rest by introducing noth- 
ing in the way of food or cathartics that will stimu- 
late peristalsis. 

Cathartics are excellent in cleansing an in- 
flamed intestinal tract, they are the most deadly 
medication that can be employed in acute abdomi- 
nal lesions. 

This dictum has been reiterated from time to 
time; Ochsner and Murphy have emphasized it; 
yet it is rare to find an acute abdominal lesion that 
has not been treated primarily by cathartics and 
allowed food by mouth. 

Whenever an acute abdominal lesion is suspected, 
the patient’s mouth should be closed and kept 
closed until a positive diagnosis is made—much 
damage is done by the common practise of pre- 
scribing a cathartic for symptoms of presumed 
acute indigestion without making an abdominal 
examination. 

If the patient is to be given nothing by mouth, 
how is he to be nourished? He can go 24 hours 
without nourishment and with little detriment if 
fluid is supplied by the introduction of normal 
saline solution per rectum by the drop method. 

The question of food is of more serious import 
to the patient’s family than to the patient with an 
acute abdominal lesion. Usually he will reject 
everything except water, and this is supplied by the 
saline enema. An ice bag to the abdomen will add 
comfort by lessening the pain and inhibiting peris- 
talsis. The general practise of this treatment is 
the best insurance of the patient’s safety and the 
best preparation for operative relief. 

Let us briefly consider the value of external ap- 
plications in acute abdominal lesions. The number 
and variety of these medicaments and the frequent 
damage done the skin of the abdomen—a real 
handicap to aseptic surgery—lend an interest +o 
their discussion and a desire to estimate their true 
value. The external application of any drug must 
be countenanced only as it is based on physiological 
facts. Of what value is the application of hot 
fomentations containing opium, or of belladonna 
plasters for the relief of abdominal pain? It is a 
physiological fact that these drugs are not absorbed 
through an unbroken skin, because opium and 
belladonna given by mouth relieve pain, it is not a 
logical deduction that when applied to the skin 
they will produce the same result. Belladonna has 
a paralyzing effect upon the nerve endings in glands 
and unstriped muscle, but not on the sensory nerve 
endings in the skin. (Short.) 

Furthermore, opium has no local effect upon 
mucous membranes—the opium suppository intro- 
duced after a hemorrhoid operation has no direct 
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local effect. It is true that morphia is absorbed 
from the suppository and produces a general quiet- 
ing effect, but in this it possesses no advantage over 
a dose given hypodermatically and is less certain in 
its action. 

The only medicaments which relieve deep-seated 
pain when applied to the skin are counter-irritants. 
No one denies the relief which comes from the ap- 
plication of capsicum, soap liniment, tincture iodine, 
thermo-cautery, ice bag, etc., in deep seated pain, 
such as lumbago, sprains, etc. How can the irrita- 
tion of a cutaneous nerve affect a deep-seated in- 
flammation? No one believes that the application 
of an ice bag to the abdomen in a case of appen- 
dicitis in any way affects the temperature of the 
appendix, yet no one will question the beneficent 
effect of an ice bag applied to an abdomen, the seat 
of an acute inflammation. What is the explana- 
tion? The pain of inflammation is due to the 
stretching of nerve endings by the rapid injection 
into the tissues of inflammatory exudate. Relief 
of inflammatory exudate can be obtained only by 
increasing absorption through the blood stream, 
and absorption can be increased only by vaso-dila- 
tation. Head has shown that each segment of the 
spinal cord receives sensory impulses from a viscus 
and a corresponding skin area. Irritation of cu- 
taneous nerves by counter-irritants causes not only 
more blood supply to the skin area, but also to the 
corresponding viscus. Not only this, but counter- 
irritants inhibit peristalsis. When you apply an 
ice bag to an acute abdomen you not only relieve 
pain, you also inhibit peristalsis and secure rest to 
the inflamed part. 

Finally, in the pre-operative treatment of acute 
abdominal lesions the true value of rectal enemata 
should be appreciated. It is time that modern 
physiological facts be applied to this important 
procedure. So-called nutrient enemata have no 
value so far as supplying food is concerned. The 
rectum has no power to appropriate food—the only 
valuable thing in a nutrient enema is the water it 
contains. Furthermore, it does not even rest the 
stomach, for experiment has demonstrated that the 
injection of a nutrient enema excites a reflex flow 
of gastric juice. 

When the rectum is used for supplying fluids in 
acute abdominal lesions, the saline should always 
be given by the drop method, since large saline ene- 
mata excite reflex peristalsis. An observance of 
these simple physiological facts during the pre- 
operative period will conserve life by preparing the 
patient for operative relief with a minimum 
amount of risk. 


CHOLECYSTITIS. 

1. Medical treatment of cholecystitis should be 
directed mostly towards prevention of this disease, 
particularly in those infections of the gall-bladder, 
complicating known diseases, such as typhoid. 

2. Medical treatment is indicated and should be 
carried out with the purpose of curing the incipi- 
ent mucous membrane infections of the bladder 
before this becomes extensive enough to produce 
obstruction of the cystic duct, calculi or involves 
tissue beyond this membrane. 

3. Gall-bladder antiseptics, such as urotropin and 
menthol, combined with vaccine, preferably specific 
vaccine, probably offer the most promise for fur- 
ther observations upon the prophylactic and active 
treatment of acute cholecystitis. 

4. Chronic cholecystitis is not amenable to medi- 
cal treatment on account of the extensive patho- 
logical changes in the contents and tissue of the 
gall-bladder and the contiguous organs.—W. En- 
GELBACH in The Lancet-Clinic. 


Free 1n Duopenat ULcER. 

I have no doubt that the different disclosures 
as to the quantity of free or active HCl in the stom- 
ach contents related by various observers may be 
in part due to the different stages of the disease 
in which the examinations are conducted. If the 
ulcer is active, the patient being in the fury of one 
of his “attacks,” free HCl is probably present in 
excess in the majority of the cases. If the “attack” 
is over, or if the symptoms the patient presents are 
those of a stenosis which has at last developed at 
the site of a chronic ulcer, then the free HCl may 
be diminished or be absent—B. G. A. MoyNIHAN 
in the Lancet. 


Tue ErrioLocy .or JEJUNAL ULCER. 

It seems not unlikely that the occurrence of a 
jejunal ulcer may be due to a persistence of those 
causes which first set at work the changes lead- 
ing to the development of the chronic ulcer for 
which the gastro-enterostomy was performed. Gas- 
tric and duodenal ulcers are probably always sec- 
ondary, and so far as my own clinical observation 
goes they would appear to be secondary to an in- 
fection elsewhere, generally within the abdomen, 
but possibly apart from it, in the mouth, on the 
skin, or elsewhere. Of all the evident primary 
causes, those within the alimentary canal are the 
commonest, and of these a diseased condition of 
the appendix is by far the most frequent.—B. G. A. 
Moyninan, in The Universal Medical Record. 
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COOLING HOSPITALS WARDS IN 
SUMMER. 

For some time we have been urging the desira- 
bility of providing a means of regulating the tem- 
perature of hospital rooms and wards in the sum- 
mer as well as in the winter, and we would again 
call upon hospital administrators and architects to 
attack this neglected problem. 

As far as we know no serious effort has been 
made to study a means of cooling hospital wards 
during periods of great heat. Nor do we know of 
any statistical study concerning mortalities in hos- 
pitals during such periods. We cannot rid our- 
selves of the impression that unusual atmospheric 
heat does, at least occasionally, tip the scales against 
very ill patients balancing between life and death. 
And we need no statistics to satisfy ourselves that, 
at any rate, heat spells add enormously to the suf- 
fering of patients swathed in dressings and strug- 
gling against the effects of narcosis and a major 
operation. 

In a small room an electric fan adds enormously 
to a patient’s comfort on a hot day; but what is to 
be done for the sufferers in large wards? An ade- 
quate automatically regulable cold air supply is the 
most rational system, and it would seem only a 
matter of mechanical experimentation to evolve it. 


Air sucked over brine pipes can, by means of a 
pump or blower, be delivered through ventilators 
sufficiently cold to cool a large room. The chief 
cost would be that of installation. The operation 
in a building supplied with refrigerating pipes 
would not be expensive; nor would it be required 
except during periods of unaccustomed heat. 
Moreover, the installation in hospitals already con- 
structed might be provided for only a few wards 
or large rooms, to which patients most affected by 


‘the heat could be moved. For hospitals yet to be 


built, however, a complete ward cooling system 
ought to be included in the plans.* 

In the absence of some adequate system of cool- 
ing by cold air or cold pipes, what can be done dur- 
ing torrid spells to reduce the discomfort of suf- 
ferers in hospitals wards? In rooms not too large 
a series of fans, not too near any patient, might be 
operated at one end; and, indeed, the air might be 
blown from them over large blocks of ice, as is 
sometimes done in theaters. If this is not ex- 
pedient, the sickest patients should be removed to 
well-shaded small rooms, where they may have the 
benefit of wall, ceiling or window fans. Water 
curtains can be operated to reduce room tempera- 
tures, but they constitute a crude method. Light, 


frequently changed bedclothes, cool drinks, fre-. 


quent sponge baths and protection from flies and 
mosquitoes are the nursing contributions towards 
the amelioration of the patients’ discomfort. The 
surgeon can contribute as much—prophylactically, 
by postponing operations of election during un- 
usual heat spells; actively, by minimizing the bulk 
of dressings and bandages. Caps, tapes and straps 
can often be substituted for bulky roller bandages 
about the head and neck, while abundant wound 
discharges may be managed with small dressings 
if frequently changed.—W. M. B. 

~ In Mount Sinai Hospital, New York, such a scheme is being tried, 


experimentally, in a single room. Whether efforts have been made 
elsewhere or not we do not know. 


LETTER TO THE EDITOR. 


TIBIAL BONE GRAFT IN A MASTOID 
WOUND. 
53 East 58th Street. 
New York, July 25, 1912. 

Editor AMERICAN JOURNAL OF SURGERY: 

Sir—Your recent editorials on “The Growth of 
Bone” and “Bone Transplantation” will probably 
make of timely interest to your readers this brief 
communication concerning a successful transplan- 
tation into a mastoid wound of a piece of the 
patient’s tibia. 


Aucust, 1912. 
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The closure of the wound made by a mastoid 
operation, when conducted in the open fashion (by 
gauze packings, etc.), is often tedious and, in many 
cases, quite unsatisfactory cosmetically. The te- 
dium of the frequent dressings, the incompleteness, 
sometimes, of the healing and the unsightliness of 
a large, depressed scar, have provoked various 
methods intended to effect early, or even primary 
closure. Of such procedures may be mentioned the 
blood clot method, the serum method, filling the 
cavity with Beck’s bismuth paste, treatment with- 
out packing, and filling the space with decalcified 
bone chips (an abandoned effort). These methods 
have met with a certain measure of success and 
are used more or less by otologists to-day. 

The success achieved by general surgeons with 
bone transplantations in other parts of the body 
led me to believe that the same procedure might 
be applied in the vascular mastoid region, post- 
operatively, and I have recently had the gratifica- 
~_ of seeing this belief substantiated by actual 
trial. 

On a thirty-year-old male, with acute mastoiditis 
of two weeks’ duration, who was admitted last 
month to the otologic service of Mount Sinai Hos- 
pital, I performed the ordinary Schwartze-Stacke 
operation, and packed the wound with iodoformized 
gauze. The first dressing, on the sixth day, showed 
a clean, healthily granulating cavity. On the ninth 
day after operation I removed an appropriately 
sized piece of bone, with its periosteum attached, 
from the crest of the patient’s tibia, and fitted it 
into the granulating mastoid wound. The skin 
was sutured over completely except where a small 
gutta-percha drain was laid in the inferior angle. 
There was no reaction from this operation and the 
patient was out of bed the following day. The 
stitches and drain were removed on the tenth day 
and the wound was found neatly healed per 
primam. The bone graft has healed in solidly and 
there is no depression in the mastoid area. 

A single case is, indeed, very insufficient to prove 
the value of a surgical procedure. On the other 
hand, that my first attempt at a solid bone graft in 
a mastoid wound (and, as far as I know, the first 
attempt of the kind that has been made) should 
have resulted so successfully, demonstrates the 
feasibility of the procedure. The advantages of its 
successful accomplishment need no argument. 

My results in a series of cases and the technic 
employed I expect to publish later. 

Mitton J. Battin, M.D. 


For the removal of a stone, tumor or foreign 
body from an uninfected or mildly infected bladder, 
transperitoneal eystotomy is preferable to the supra- 
pubic infraperitoneal route, in that the bladder can 
be sutured where it is covered with serosa without 
subsequent leakage. With proper technic, including 
protection of the abdominal wound and the intra- 
abdominal field by packings, one need not fear peri- 
tonitis or wound infection. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


The relation of accidents to the problem con- 
nected with vagrancy may be appreciated from the 
fact that of a thousand homeless men recently 
studied* 254 were temporarily or permanently 
crippled or maimed. Of this number the crippling 
of 86 of the men was due to diseases, such as apo- 
plexy, rheumatism, tuberculosis and locomotor 
ataxia. The remaining 16 were injured through 
accidents of industrial origin, or resulting from the 
common hazards of a roving life. Five were con- 
genital cripples. 

It is interesting to note that for the most part the 
tramps, beggars and vagrants who seek relief, either 
in good faith or for the purpose of working upon 
the sympathy of the public, are unmarried. In the 
investigation referred to, of the thousand men, only 
78 were married; 40 per cent. of the group were 
between the ages of 20 and 40 years; 11.6 per cent. 
were widowers, and in this connection it is well to 
note that the general percentage of the widowers, 
according to the United States Bureau of Census, 
is 3 per cent.; 60 per cent. of the cases investigated 
were Americans and did not belong to the horde 
of immigrants whose presence in this country is 
held to be responsible for so many of the petty 
crimes. 

The real solution of the homeless man problem 
is not begun or ended by giving him’a good job, 
or offering him a meal, or giving him a small coin. 
Procedures must depend upon why he is homeless 
and why he is a vagrant. There must be critical 
discernment as to the personal responsibility of the 
individual and the social factors which enter into 
the life of the beggar and the tramp. 

The actual amount of physical handicap is not 
so important a factor in determining a man’s self- 
support as the essential character of the man. A 
desire to be self-supporting, to maintain self-re- 
spect, to retain pride together with the habit of 
thrift are of far greater weight in determining the 
effect of the physical handicap upon earning capa- 
city than the injury itself. To illustrate: Three 
men whose legs had been amputated were able to 
continue to care for and support themselves, while 
men whose only handicap was the loss of one or 
two fingers were found to be parasitic in their 
habits. 

The parasitic tramp abhors work. He refuses 
it as frequently as it may be offered him. He can 
make more money with less effort by begging. 

Leaving aside for the moment the true pan- 
handler, the plea for an artificial leg or arm, or the 
exhibition of a chronic ulceration creates large sym- 
pathy with a well meaning public. The money is 
quickly forthcoming to assist a man to secure the 
mechanical contrivance which he alleges will enable 
him to rejoin the army of workers. 


*“One Thousand Homeless Men,” by Alice W. Solenberger, Chari- 
ties Publication Committee, New York. 
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Giving alms indiscriminately to beggars and 
vagrants is not serving to raise the recipient from 
his low estate, nor is it designed to help society in 
any way. The wise citizen whose judgment, discre- 
tion and reason guide his emotions will pause to 
consider the effect of his alms-giving. The sane 
first step is to ascertain the facts relating to each 
individual case. It may be necessary to refer the 
beggar to some philanthropic agency, whose func- 
tion it is to investigate such cases. Assistance with 
money, work, convalescent care or surgical brace, 
as may be deemed necessary in the opinion of the 
organization, is the second step. Pending investi- 
gation assistance should be given only through sup- 
plying shelter, clothing or food. 

The ordinary method of giving a helping hand 
and a small coin is valueless to help a man master 
the desire for drink or drug. The securing of a 
moral home, with continued supervision, guidance 
and advice, is the essential element necessary to 
secure the rehabilitation of the homeless. 

What becomes of the cripple who is turned out 
from the hospital? What happens to the chronic 
sufferer who visits the dispensaries, and who must 
go there weekly for dressing? Whence comes the 
victim? What woman is toiling and undergoing 
anxiety, suffering and privation to enable him to 
receive his inadequate treatment? What children 

are receiving an insufficient amount of food owing 
' to the loss of the wages of this crippled worker? 
What measures are taken to keep up courage, to 
stimulate hope, to show that the actual relief of the 
patient is the aim of the hospital or dispensary ? 

Until hospitals and dispensaries, through their 
social service departments, make inquiry as to the 
sources of food, shelter and clothing there can be 
little mental peace for the sufferer, and his con- 
valescence will continue to be retarded. The insti- 
tution must be certain that it bears no responsi- 
bility in transforming him, the injured man, to a 
conscious cripple, who realizes that his injury is 
capital that will bring better returns than his re- 
stored physical vigor. 

Those who give relief must discriminate between 
the willing dependent, the avaricious parasite and 
the proud spirit struggling alone to maintain his 
self-respect through self-support. 

Giving alms indiscriminately to beggars and 
and accurate registration are essential to lessen the 
economical waste of individuals, and the destruc- 
tion of communal sympathy through the abuse of 
philanthropy. 


The first report of the New York Factory In- 
vestigation Commission is now ready for distribu- 
tion. The report contains 1,000 pages, and is well 
illustrated. It affords much information of value 
to physicians, particularly in view of the new law 
requiring the notification by physicians of certain 
industrial diseases. The report contains several ap- 

endices relating to lead poisoning, child and home 
labor, and bakeries. Physicians desiring the report 
can secure it from the New York Association for 
Labor Legislation, 206 Metropolitan Tower, New 
York City. 


Book 


A Collection of Papers Published Previous to 1909. 
By Wit1am J. Mayo and Cuartes H. Mayo. In two 
large octavo volumes of about 500 pages each. Per 
set, $10 net. 

Collected Papers by the Staff of St. Mary’s Hospital, 
Mayo Clinic, Rochester, Minn., 1911. Large oc- 
tavo; 603 pages; illustrated. $5.50, net. Philadelphia 
and London: W. B. Saunpers Co., 1912. 

To complete, for preservation, the file of the writings 
of the Mayo brothers, Mrs. M. H. Millish, editor of the 
“Collected Papers of the Staff of the Mayo Clinic,” which 
were begun in 1909, has painstakingly gathered together 
all the “Old Papers” of William and Charles Mayo, writ- 
ten previously to 1909. These constitute two large and 
handsome volumes, similar typographically to the “Col- 
lected Papers.” Likewise, the articles are grouped in the 
same scheme of classification, but in each group they are 
presented chronologically, thus marking points in the de- 
development of the work of the Doctors Mayo, and also 
recording interesting historic events in the progress of 
general surgery from —————, 1884, to the present time. 

The “Collected Papers” of the Mayo staff for 1911 con- 
stitute a volume as large as, and similar to, those of 1909 
and 1910, and equally illuminated with excellent half- 
tones. The articles themselves need no comment; they 
are already familiar to the profession. 

Gould and Pyle’s Cyclopedia of Practical Medicine 
and Surgery. With Particular Reference to Diag- 
nosis and Treatment. Second Edition. Revised and 
enlarged by R. J. E. Scort, M.A., B.C.L., M.D., New 
York. In two quarto volumes; 653 illustrations. 
Philadelphia: P. Braxiston’s Son & 1912. 
$14.00, net. 

The editor of the revision of this well known encyclo- 
pedia has maintained its original purpose, viz., to serve as 
a source of ready information only, not as a treatise, for 
“the busy practitioner or family doctor,” not for the spe- 
cialist. Diagnosis and treatment are especially consid- 
ered, but the work also, of course, continues to bear much 
of the character of a dictionary, as such a work should. 

The arrangement is alphabetical and the pages are un- 
numbered. Thirty-three new names are found among the 
contributors. Many new subjects have been added and, 
of course, much of the matter in the first edition has been 
rewritten. The work is increased in size by about 400 
pages. 

A System of Treatment. By Many Writers. Edited by 
ARTHUR Latuam, M.A., M.D., Oxon., F.R.C.P., Lond., 
Physician and Lecturer on Medicine, St. George’s Hos- 
pital, and T. Crisp M.B., B.S., Lond, 
F.R.C.S., Eng., Senior Assistant Surgeon and Lecturer 
_on Practical Surgery, St. George’s Hospital. In four 
large octavo volumes of about 1,200 pages each; illus- 
trated. New York: THe Macmimian Co., 1912. 
Price, $24. 

As compared with the recently published American 
Work on Treatment, edited by Musser and Kelly, this 
English work is less exhaustive, but more comprehensive. 
The sections dealing with individual affections are shorter, 
but a much wider range of diseases is considered. 

Volumes I and II are concerned with general medicine 
and surgery. Volume III is devoted to special subjects— 
tropical diseases, diseases of the eye, ear, thoat and skin; 
climatology, hydrology, hypnotism, massage, physical ex- 
ercises, etc. Volume IV deals with gynecological and 
obstetrical treatment. 

The arrangement of subjects is an interesting and, for 
the most part, a convenient one. The surgical and medical 
diseases are not separated. The classification is rather 
regional and by tissue systems, and thus the (medical) 
treatment of bronchitis and the (surgical) treatment of 
lung abscess will be found in the same section. 
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In a perusal of the work we have found it informative, 
authoritative and as up-to-date as any large system, which 
takes much time to prepare, can be. The contributors 
are very numerous, and among them are to be found the 
names of many of England’s foremost physicians and 
surgeons. 


Harelip and Cleft Palate. With Especial Reference to 
the erative Treatment and Its Results. By 
James Berry, B.S. (Lond.), F.R.C.S., Senior Surgeon 
to the Royal Free Hospital, London; Consulting 
Surgeon of the Alexandra Hospital for Children with 
Hip Disease, and T. Percy (Lond.), 
F.R.C.S., Surgeon to the Royal Free Hospital; As- 
sistant Surgeon to King’s College Hospital. Octavo; 
324 pages; 242 illustrations. Philadelphia: P. 
Biaxkiston’s Son & Co., 1912. Price, $4.00, net. 

We have read with much profit this interesting work. 

It is intended as a practical rather than as an exhaustive 

monograph, describing not all, but what the authors con- 

sider the best, operations for hairlip and cleft palate. 

The development of the lips and palate, their anatomy 

and physiology, the varieties o* harelip and cleft palate, 

and the functional results of cleft palate constitute the 
first our chapters, respectively. The remaining seven chap- 
ters are devoted to treatment. There is an appendix 
summarizing the authors’ series of cases. 

The book is well printed and freely illustrated with ex- 
cellent original half-tone drawings and photographs. 


Common Disorders and Diseases of Childhood. By 
Grorce Frepvertc Stir, M.A., M.D. 
F.R.C.P. (Lond.), Professor of Diseases of Children, 
King’s College, London; Physician for Diseases of 
Children, King’s College Hospital; Physician to the 
Hospital for Sick Children, Great Ormonde Street; 
Honorary Member of the American Pediatric Society. 
Second Edition. Octavo; 813 pages. London: Hop- 
pER & StoucHToN, 1912. 

In this excellent book we are acquainted with the com- 

mon disorders which may affect infants and children. The 
various chapters are handled in a truly masterly manner 
and throughout the book the reader is made to feel that 
the subjects are being presented by a skilled diagnostician 
of vast experience. It is a book especially useful for the 
general practitioner, for throughout emphasis is laid, as 
the title indicates, on the common and not on rare or un- 
usual conditions. The book is replete with interesting 
case histories and is especially useful from the standpoint 
of therapeutics. The chapter entitled “Fever of Obscure 
Origin” and the one on “Congenital Heart Disease” are 
especially good and impress the reader with the wealth of 
material which has been at the writer’s command. The 
views set forth in the chapters on nutritional disturbances 
and infant-feeding are perhaps more at variance with 
those held by many American pediatrists, for the author 
seems to have been little influenced by the recent advances 
in the subject, particularly by the work of the German 
school. However, one cannot but highly recommend the 
book as a fund of clinical facts valuable to anyone inter- 
ested in the diseases of infancy and childhood. 


The Collected Works of Christian Fenger, M.D. 
In two octavo volumes; 1,050 pages; illustrated. 
Philadelphia and London: W. B. Saunners Co., 1912. 
Per set: Cloth, $15.00; half-morocco, $18.00. 

The Directors of the Fenger Memorial Association have 
caused to be published these two volumes, edited by Dr. 
Ludwig Hektoen, of the articles of the great Danish- 
American surgeon and teacher, the late Christian Fenger, 
of Chicago. They cover a long period of activity—1871- 
1902. They are all interesting, many of them were very 
important, and some were classic. 

It is a pity that the work does not include an adequate 
biography of the author of these surgical papers. There 
is, to be sure, a very brief and modest autobiography writ- 
ten, as required by rule, when Ienger received the order 
of Knight of Dannebrog, but it tells little of his scientific 
work and less of his character. 


(Cantab.), 


Progress in Surgery 


A Résumé of Recent Literature. 


The Relation Between Otitic and Intracranial Diseases. 
GorHam Bacon, Surgery Gynecology and Obstetrics, 
June, 1912. 

Bacon thus summarizes his interesting article: As the 
symptoms of a brain complication, particularly abscess, 
sinus thrombosis and labyrinthine suppuration are fre- 
quently very indefinite, he suggests, before resorting to an 
operation, that every aid to a correct diagnosis be taken 
by means of a blood count, blood culture, lumbar punc- 
ture, etc., in order to exclude the possibility of error, for 
many cases have been operated upon when the diagnosis 
thas been incorrect, and where a little more time and care- 
ful study of the case would have prevented the mistake. 

On the other hand, cases of intracranial disease, particu- 
larly brain abscess and sinus thrombosis, may present such 
few symptoms suggestive of these diseases that they are 
not recognized, After a mastoid operation constant pain 
in the head should always excite suspicion of an intra- 
cranial complication, particularly of brain abscess or 
meningitis, even if other characteristic symptoms are 
wanting. 

An Operation for Retrodisplacement of the Uterus. 
A. Murat Wiis. Surgery Gynecology and Ob- 
stetrics, June, 1912. 

The technic is as follows: Each round ligament is 
grasped 1% to 2 inches from its uterine attach- 
ment. They are then advanced to a point in the midline 
of the anterior surface and one-half inch from the apex 
cf the uterus. A linen thread on a small round curved 
needle is passed through half of one round ligament, then 
through a good bit of the uterus, then through half of the 
other ligament. This suture is tied firmly, bringing the 
round ligaments together. The same suture is continued 
downward, using broad ligament instead of round, for 
three or four stitches. At this point the uterus is plicated 
to within % to % inch of the bladder. The suture is then 
drawn tight and tied. As a further reinforcement an in- 
terrupted suture is placed so as to secure the round liga- 
ment to the uterus at a point half way between its origi- 
nal insertion and its advancement. 

The operation has been done on more than 60 patients 
and the author claims good results. 

An Unfailing Method for Diagnosing or Excluding the 
Existence of Ectopic Gestation. Samur. W. 
BanvLer, The Archives of Diagnosis, April, 1912. 

Bandler resorts to the posterior and preferably to the 
anterior colpo-coleiotomy to aid him in diagnosing ectopic 
gestation in difficult and doubtful cases where it is im- 
portant to exclude such a condition. In five out of 13 
cases of ectopic gestation operated upon by him since last 
October he employed this method. But in these cases it 
was not even necessary to open the peritoneal cavity to 
make the diagnosis, as the dark blue shimmer back of the 
exposed vesico-uterine fold of peritoneum is very character- 
istic and as typical as the bluish discoloration seen under- 
neath the peritoneum as exposed by laparotomy. The opera- 
tion may then be completed by the vaginal route or the 
opening be closed and the operation concluded by lapar- 
otomy according to conditions found. 

On the Late Results of Operations for Perforation of 
Gastric or Duodenal Uleer. Gustav Petren, Lund, 
— Surgery, Gynecology and Obstetrics, June, 
1912. 

Petren reports the results of operation for perforated 
gastric or duodenal ulcer with acute peritonitis in 135 
cases. These are classified into two groups, viz.: 1, Cases 
with suture of the perforation, and, 2, cases without suture 
of the perforation. The results in the first group of cases 
were the most favorable, as two-thirds of the cases were 
cured. After-investigations show about half of this num- 
ber in good health, free from gastric symptoms. Where 
the history has been of a long standing ulcer, operation for 
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the perforation gives a dubious prognosis for the future. 

In cases with acute perforation and no previous ulcer 

symptoms the operation gives a more permanent cure. 

Gastro-enterostomy is not an essential help in the cure of 

_ perforated gastric abdominal ulcer. The suture of the 
perforation is the most important step. Patients thus 

_ operated upon should, however, continue to be treated like 

other cases of ulcer after a successful operation for the 

perforation, i, ¢., gastro-enterostomy and resection can be 
done in proper indications at some later period. 

- Pyloroplasty. G. Grey Turner, Surgery, Gynecology 

Turner makes a plea for the employment of pyloroplasty, 
a method which, he says, has suffered some disuse. e 
has employed the method in pyloric stenosis with and 
without ulceration, in ulcers not within the pyloric zone, 
in duodenal ulcers, in hour-glass stomach and in cases of 
pylorospasm. Of a series of 20 cases observed for over 
a period of 10 years he has had 83.8 per cent. of cures. He 
refers to pyloroplasty as the operation of choice in pyloro- 
spasm when no definite cause can be discerned. It is the 
operation par excellence for simple, uncomplicated pyloric 
stenosis and may also be a means of dealing with a rup- 
tured pyloric or duodenal ulcer. 

Momburg’s’ Elastic Tourniquet? (Momburgscher 
Schlauch oder Tourniquet?) W. Swicart, Zentralblatt 
fiir Gyndkologie, June 8, 1912. 

Sigwart calls attention to the distinction between the 
application of Momburg’s ligature in surgical and its use 
in obstetrical hemorrhage. Of 167 cases in which Mom- 
burg’s method was used it proved of no avail in 20 cases, 
while three were fatal. This, in the opinion of Sigwart, 
shows a better record than Gauss’ report and is better 
applicable than Gauss’ instrumental compression of the 
aorta. The only bad effect of the elastic ligature of Mom- 
burg follows a too rapid release of the compression in 
cases with marked anemia. In these instances, to prevent 
the collapse caused by loosening of the tourniquet, Sigwart 
recommends bandaging both lower extremities with Es- 
march’s bandages, which should be released gradually and 
only after some minutes from the removal of the ab- 
dominal ligature. If this precaution be taken there are no 
bad sequel. 

On the Operative Treatment of Post-Partum 
Hemorrhages. (Zur Operativen Behandlung der. 
Postepartum-Blutungen.) Atrr, LasuHarpt, Zeit- 
schrift fiir Gynakologie, June 8, 1912. 

Labhardt describes a procedure for controlling post- 
partum hemorrhage in cases where the ordinary methods 
fail and which may be employed as a last resort to save 
the patient’s life. The instruments needed are a knife or 
scissors, two darning needles, a tenaculum forceps and a 
ligature thread or elastic, which should. be carried in the 
obstetrics bag. He reports four cases of desperate post- 
partum bleeding, three of which died and one was saved. 
The latter he maintains would surely have died if not for 
the procedure. It consists of making a small laparotomy 
incision about 8 cm. from the symphysis upward, of pull- 
ing the relaxed uterus out with the tenaculum, handing it 
to an assistant (this may be an untrained person if in the 
patient’s dwelling), of then ligating the uterus above the 
vesico uterine fold. The ligature controls all hemorrhage. 
The two darning needles are then passed crosswise 
through the uterus a little above the point of ligation for 
support. The wound being packed, the patient can then be 
removed to a hospital, where hysterectomy can be com- 
pleted, or this may be carried out at home. Precautions 
should be taken to disinfect the stump by actual cautery. 
Gauze drainage to protect the intestines should be em- 
ployed. The wound should be treated as an infected case. 
Hemolysis in Vivo and in Vitro as Diagnostic of 

Cancer. L. W. GorHam and Hans Sisser, Baltimore. 
; American Journal of Medical Sciences, July, 1912. 

Gorham and Sisser have investigated the merits of the 
skin reaction for carcinoma described by Elsberg, Neuhof 
and Geist. This reaction depends on the ocular evidences 
of hemolysis when defibrinated human blood is injected 
beneath the skin. They conclude as follows: 

1. The test is certainly not specific for carcinoma. We 


“have found it positive in somewhat more than half of 


patients suffering from cancer (60 per cent.) and negative 
in a large majority of patients showing other forms of 


disease (about 89 per cent). It may prove to be another- 


help in the diagnosis of cancer, and its value is sufficient 
to warrant the application of the test and study in large- 
series of cases. 

2. Apparently no connection exists between a positive 
skin reaction and hemolysis in the test-tube. The test- 


- tube method is of questionable value. 


3. The grouping to which the corpuscles employed for 
injection belong is not a matter of indifference but one of 
considerable importance. 

4. We are not prepared to speak as to the special value: 
of the reaction in differentiating early carcinoma and bor- 
derline tumors, or as to its absence in advanced cases. 

5. A positive reaction is of much greater significance 
than a negative one. If the reaction is positive, the patient 
very probably suffers from cancer; if, however, it be nega- 
tive, cancer cannot be excluded. 

Operative Indications in the Course of Chronic: 
Diseases of the Spleen. (Indications Opératoires au 
cours des Maladies Chroniques de la Rate.) 
Cierc, Paris. Paris Medicale, June 1, 1912. 

Clerc takes up in order the various diseases accom- 
panied by enlargement of the spleen and discusses opera- 
tive interference in each of them. The only operation 
which* seems to have shown good results is splenectomy. 
From a review of the literature he concludes that al- 
though in some cases it is of great use, in the majority 
it does little good and especially, according to the French. 
statistics, it shows a very high mortality. Operative in- 
terference is absolutely contraindicated by the Cukennias. 
In splenic anemia, in icterus wit splenomegaly 
and in chronic paludism, splenectomy is occasionally a 
procedure attended by good results. It is, however, in 
cases of Buuti’s disease and in cysts and new-growtis 21f 
the spleen that the best operative results have been. 
obtained. 
The Atrophy of Muscle and Bone Resulting from Joint 

Disease, Inj and Fixation. Ww. VETT, Bos- 
Medical Association, May 25, 

Five cases of bone and muscle atrophy associated with 
disease or injury of joints are reported by Lovett, who 
calls attention to certain points not very often alluded to 
in the literature. The muscular element in joint injuries, 
he says, has received too scant attention. In some cases 
of injury to large joints the complete recovery does not 
occur as usual in a few weeks. The joint becomes irrita- 
ble and painful on use, its circulation is impaired and the 
tone of the muscles about it is reduced. The bone also 
may be involved in cases of long duration and the x-ray 
shadow in the spongy portion is not so distinct and may 
be almost lacking. While he does not wish to assume 
that surgeons do not recognize such cases, he is sure that 
very few cases are reported, and the importance of this 
factor in joint injuries is, he thinks, not enough appre- 
ciated. With every sign of synovitis or arthritis there is 
muscular atrophy, some of which persists in acute cases 
and continues as a complicating factor in chronic cases. 
It is one thing, he says, to treat synovitis in college ath- 
letes and another to treat it in men and women with poor 
muscles or in middle life. He would not abandon fixation 
in acute cases, but wishes to call attention to the inevitable 
muscular atrophy in any event and its increase through 
prolonged fixation. He insists on the importance of at- 
tention being paid to the after treatment and after opera- 
tions on joints. In regard to bone atrophy, either alone 
or complicating other conditions, “we should bear it in 
mind as a competent cause of pain, swelling, stiffness and 
disability when the x-ray shows marked loss of spongy 
tissue and clear white lines defining the cortex. As to 
therapeutics of both conditions, the treatment of the cases 
described has indicated the measures, in my opinion, most 
likely to be of use. Rough or excessive massage invaria- 
bly aggravates symptoms and overuse causes symptoms 
so severe that one is tempted to abandon treatment. Mas- 
sage, heat, passive congestion and active exercises in the 
smallest possible doses, followed by active progressive use 
of the joint, are the measures most likely to be of use. 
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